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The following is the report of a study of the 
coagulation time of blood recorded simultaneously 
with its specific gravity, in cases, in the 
Chittaranjan Hospital, Calcutta, during the epidemic 
this year (1935). 


cholera 


During the epidemic a number of cases was 
observed which used to be admitted into the hospital 
in a grave condition and at first, apparently improved 
with treatment. Vomiting and purging stopped, 
condition of the pulse improved, urine started, and 
there was « subjective feeling of comparative well- 
being. But from about the fourth day dyspnoea was 
noticed. At first there was only long drawn breath 
without much change in the rate of respiration. Exa- 
mination of the lungs revealed nothing at this stage. 
Examination of the heart showed some accentuation 
of the sounds in the second left intercostal 
especially the second sound. Gradually the condition 
grew worse, the dyspnoea increased to a marked 
degree, the respiratory rate rising to 40 or so per 
minute. Clinical examination of the lungs now revealed 


space, 





congestion at the base. Examination of the heart 
showed accentuation and sometimes  reduplication 


the left second intercostal 


In some cases there was a rise of temperature, 


of the second sound in 
space. 
The eyes were congested. 
The 


cases 


in others there was none. 
The urine was passed, but in smaller quantity. 


patient grew restless and in most of the 


gradually passed into a comatose condition which 


ended fatally. The clinical diagnosis in these cases 
used to be late onset of uremia. Later, post-mortem 
examination was held in one such case. 
Findings: Tach cavity 
of serosanguinous fluid. 
Lower lobes of both the lungs were congested, but 


Post-mortem pleural 


contained about 5. e.c. 


there was no consolidation. The pericardial cavity 


contained about 16 ¢.c. of serosanguinous fluid. On 
opening the heart and the blood vessels it was noticed 
that both the ventricles and the right auricle were 
packed with yellowish white clot resembling cheese, 
which was loosely adherent to the walls. The pulmo- 


nary artery was filled with the same variety of clot 
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which extended into the ramifications of the vessels 
inside the pulmonary tissue. The aorta 
filled with the clot of the same variety which extended 
into the iliae arteries. 
filled with the same variety of clot which extended 
into its branches inside the liver. The renal arteries 
The post-mortem findings in the above 
case led to the study of the coagulation time of blood 
recorded simultaneously with its specific gravity in a 
The observations were 


was also 


The hepatie artery was also 
were empty. 


similar case occurring later on. 
as follows :— 


Pt. D. P., Hindu male, aged 30 years; onset 12 p.m. 
28-6-35 ; purgation and vomit many times; last urine 
5 a.m. 29-6-35; admission 7 a.m, 29-6-35. Sp. gr. 1064; 
pulse nil; general condition—collapsed. Treatment— 
same day, in (24 hours), Atropine sulph.—gr. 1/100 and 
strychnine sulph.—gr. 1/60 12 hourly; subcutaneous 
saline 4 pints; intravenous saline 5} pints. Adrenalin 
chlor. 1 c.c. twice; Glucose 25% 125 c.c. I.V.; Sodi 
bicarb. sol, 5%, 350 c.c. I.V.; Rectal saline by drop 
method—4 pints. Urine started at 9 p.m. same day. 


30-6-35. (24 hours reports)—Maximum sp. gr. 1060 
purgation 10 times ; Treatment:—Subcutaneous saline 2 
pints, I.V.; Saline 1 pint, Glucose 25% 75 c.c. 1.V.; Sodi 
bicarb. sol, 5% 125 c.c. I.V.; Atropine sulph. inj. gr. 
1/100 12-hourly; Total rectal saline by drop method—4 
pints in 24 hours, condition good. Total urine 7 ounces 
(alkaline). 


1-7-35 (24 hours report)—-Maximum sp. gr. 1058; 
stool—8 times ; Treatment—Glucose I.V. 25%, 75 c.c.; 
Sodii bicarb. sol. 50 c.c. I.V.; Condition good ; urine 16 
ounces (alkaline), Rectal saline by drop method—4 pints 
in 24 hours. 


2-7-35 (24 hours report)—Maximum sp. gr. 1060 ; 
Stool—1o times; dyspnoea noticed; subcutaneous saline 
3 pints ; Glucose 25%, 50 c.c. I.V.: Sodii Bicarb, 5%, 
50 c.c. I.V.; Total urine 13 ounces (alkaline). Rectal 
saline—4 pints in 24 hours. 


3-7-35 (24 hours report)—11I-30 a.m. sp. gr. 1059, 
Coagulation time—} minute; dyspnoea increased; Tem- 
perature—normal ; Treatment—Subcutaneous saline 2 
pints ; Glucose 25% 25c.c. I.V.; Sodi Bicarb. 5%, 
25c.c. I.V.; Sodi citras sol. 3% 25c.c. I.V.; Rectal 
saline (drop method)—4 pints in 24 hours. 11-30 p.m.— 
Sp. gr. 1057 ; Coagulation time—z2 min., condition im- 
proved ; Total urine—16 ounces (alkaline) and 16 ounces 
(neutral) in 24 hours. 


4-7-35—Sp. gr. 1057; Coagulation time—z minutes; 
condition good. Total rectal saline (drop method)—4 
pints in 24 hours. 


5-7-35 (9-30 a.m.)—Sp. gr. 1057; Coagulation time— 
2} minutes; condition good. 


13-7-35 {II a.m.)—Sp. gr. 1056; Coagulation time— 
2} minutes; cured and discharged. 
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Henceforward a routine examination was made 
of the coagulation time of blood recorded simul- 
taneously with its specific gravity in as many cases 


as was possible. 


TECHNIQUE 


Blood was obtained from the patient by pricking 
his finger and drawing it into a dry capillary tube of 
uniform bore of about 1 m.m. diameter, by capillary 
action. The time was noted- from the moment the 
blood appeared on the tip of the finger and the read- 
ing was taken by breaking the end of the tube every 
15 seconds, at room temperature by the side of the 
patient, away from the fan. Normal coagulation 
time was studied in fifty healthy persons consisting of 
senior medical students, nurses, house physicians and 
menials of the hospital and was found to vary between 
3 and 5 minutes. less than 3 
minutes. In the majority of the cases it was between 
34 and 44 minutes. ' 


In no case was it 


FINDINGS 


The total period of observation in this series was 
from 8rd July to 28th July, 1935, and altogether 116 
unselected cases were examined in this way. In the 
first 8 days of this period of observation when the 
toxemia and mortality of the cases were rather high, 
it was noticed that the coagulation time of blood was 
2 minutes or Jess in a majority of the cases. (71*'/,,.%). 
Tu several cases in which it was not ‘so short at the 
time of admission it became shorter afterwards. The 
number of cases in which the coagulation time of 
blood was more than two minutes but less than three 
minutes, and the number in which it was three 
minutes or more, were only a few (207°/,, and 7?7/,,,%, 
respectively) during this period. With the improve- 
ment of the condition of the patient the coagulation 
time of blood also showed an increase, and_ shifted 
towards normal. Yet in many cases it was only 8 
minutes or so even several days afterwards, when he 
was allowed solid diet. The coagulability of blood in 
these cases, as indicated by -the coagulation: time, 
roughly showed a course parallel to its.specific gravity, 
though at the same time it was noticed that one was 
independent of the other. Reasons for the latter 
conclusion will be discussed below. Fig: 1 and 2 
graphically represent the courses of specific gravity 
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and coagulation time of blood recorded simultaneously 
in two typical cases of this week. 


Fig. T. 
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Days of observation 


Pt. Batasi: admit 4-7-3835 Bed 131. (cured) 


Specific Gravity indicated by 





Specific gravity 
Coag. time 


Coagulation Time in minutes indicated by .... .. 


During the next week which just preceded the 
decline of the epidemic, conditions as to the number 
of cases admitted into the hospital (66), the death rate 
(18?/,,%), the percentage of cases admitted in a 
collapsed condition, and the number of cases with 
high specific gravity of blood (88*/,%,) remained much 
about the same as in the previous week, but a change 
was noticed in the coagulation time of blood of the 
majority of the cases (vide Chart I). 


During this week the number of cases in 


which the coagulation time of blood was more 
than two minutes but less than three minutes 
showed an increase and was almost equal to 


which it was two minutes. or 
8 : 1 
46*/,,% respectively ). The 
minutes or 
During the next week 


the number in 


less ( 44*/,% and 


number of cases in which it was three 
more was only a few (97/,,%). 
when there was a marked fall in the number of cases 
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Fig. II. 
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1063 1 
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1061 2} 
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1057 4 


1056 43] 
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Days of observation 
Pt. Ramdas: admit 3-7-35. Bed Extra 4. (cured) 


Specific Gravity indicated by-——-————— 


Specific gravity 


Coag. time 


Coagulation Time in minutes indicated by .... .. 
Kye ns 

y ee ae 

admitted into the hospital (86), and also in the death 
rate (84%), the coagulation time of blood also showed 
a change in the majority of the cases though there 
was very little change in the percentage of cases 
admitted with high specific gravity (81°/,,%). The 
percentage of cases in which the coagulation time of 
blood was more than two minutes but less than three 
minutes, and also the percentage of cases in which 
the coagulation time of blood was three minutes or 
(54°/,,% and 22*/,.,.% 
respectively), whereas there was a marked fall in the 
percentgage of cases in which the coagulation time of 
blood was two minutes or less (22*/,,%). 
further noticed now that the coagulation time of blood 


more showed an_ increase 


Tt was 


in the majority of the cases easily improved with 
treatment along with the improvement of the condi- 
tion of the patient, reaching above three minutes and 
in many cases four minutes or more within a few 
days and did not tenaciously the 


limit of the normal range as was seen in many cases 


persist to lowest 





CHART I 
Statistical review of the cases studied with special reference to the Coagulation time of blood in the present series 
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during the first week of the present period of 6. 38 cases (20%), in which at the last examina- 
observation. (See Fig. III and Charts I and I.) tion the specific gravity of blood was 1062 or higher, 
whereas the coagulation time was 8 minutes or 
more. 
Vig. HI. 7. 1 case (6%%), in which at the last examin- 
ution, specific gravity was 1058, and at the same 
wie time coagulation time was 4 minutes. 
90% 8. In the remaining 2 cases (134%), at the last 
examination, the coagulation time of blood was 2$ 
80% minutes, whereas the specific gravity in one, was 
1058, in another 1063, 
704% 
Though it was mentioned before that the 
601% coagulability of blood as indicated by its coagulation 
time in cholera cases roughly followed the course 
501% of its specific gravity, yet in many cases it was 
found more literally to follow the general condition of 
404% the patient than the specific gravity of blood. 
301% Besides others, the following case, though not 
"" included in the present series, illustrates the point 
“&, icelv :-—(Se : .j 
20). ae“¥ Percentage of deat sit 4s nicely :—(See also Fig. 4). 
10 1 percentage ofeases Showing conde Fig. IV. 
0 as a +—_+— 1065 °r 
8 
he 20thto 2 it out ~y 
3rd to 0% guly Mth to 18% guly thto 28% guly ant GZ. be 
$3 a2 . 
¥ FRE RE 
063 1} ge RES BO fe 3 
2 Fus 8f 3 : 
, : 11 u z= 48 . a 
From a study of the fatal cases it appears that 062 19 ee 2 s& § 3 
out of the total number of 15 cases there were— Be/ Sey 82 $ 
1061 2, 7 SS BS . is 
1. 8 cases (534 per cent.), in which at the last Xx * ge § é 
examination, coagulation time of blood was 2 minutes 1060 23} 4 9 . 
hd . . ° 
or less. Of these, 4 were in the first week, 3 in the tie pers ~~ Fs 
2nd week, and 1 in the last week of observation. aad 
ae Oe Oe Se ae ee e 
oo 
2. 8 cases (20%), in which at the last examina- 1058 st 53> 
, : ‘ ‘ > BSS 
tion, coagulation time of blood was less than 3 1057 4| 73.5, 
ininutes but more than 2 minutes. x age 
‘ ” ‘ ; : 10 3 yan 
3. 4 cases (26%%), in which at the last examin- sa a He 
ation, coagulation time of blood was 8 minutes or 1055 5 ¥33 
more. Of these 2 occurred ir. the 2nd week, 2 in the aa 2 
last week, and none in the Ist week of observation. 1084 st - a , ‘ . -_ 
‘ ° LL: . 2 3 4 5 6 7 8 9 
4. 5 cases (334%), in which at the last examin- aos a Oe 
ation, specific gravity of blood was 1062 or higher, 
along with coagulation time 2 minutes or less. 2 Periods of observation 
, , ; — 2 Pt. Bancha Shahu: admit 26-8- 1d 135 (cure 
5. 8 cases (20%), in whisk ab the faut examin- & E Pt. Bancha Shahu: admit 26-8-35. Bed 135 (cured) 
. *. . . 2 ” . . . . 
ation, coagulation time of blood was 2 minutes or So Specific Gravity indicated by 
s the speci it 3 ; & Oe dade eh . 
less, whereas the specific gravity was less than 1062 a é Coagulation Time in minutes indicated by ..... ‘ 
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History. 


Bed No. 135. Bancha Shahu, 
H. M. aged 40, onset 3 a.m. 
26-8-35, admission 8-40 a.m. 
26-8-35. Last urine just after 
onset. Pulse nil. 


1 p.m, 


3 p.m. 


5 p.m. 


10 p.m. 


27-8-35 


9 a.m. 





9 p.m. 


28-8-35 


29-8-35 





Date and time 


on admission 


8-40 a.m, 26-8-35 


1-30 p.m. 


Sp. gr. 


1062 


1058 


1056 


1056 


1055 


1055 


1054 


COAGULATION TIME OF BLOOD 


Coag. time 


2) min. 


s i 
1} min, 


2 min. 


2} min. 


2} min. 


3 min. 


3} min, 


IN CHOLERA 


Treatment 


Saline Injection— 


Subcutaneous 0 ii 
Hypertonic I. V. Oi 
Alk. Iso. I. V. Oi 


I. V.— 
Glucose—25%, 25 c.c. 
Sodii Citras 89%, 20 c.c. 


Rectal saline ii 
every 4 hours by drop 
method. 


Subcutaneous— 
Strychnine Sulph. 
gr. 1/60 


Atropine Sulph. 
gr. 1/100 


Pituitrin 1 c.c. sub- 
cutaneously 


Turpentine stupes 
Sodii. Citras 3%, 20 e.c. 
as Wc 


Camphor in ether gr. ii 
in 2 ¢.c. subcutaneously. 


I. V.— 

Glucose 25%, 25° c.c. 
Sodii Bi-carb 5%, 50 c.c. 
Sodii Citras 3%, 15 c.c. 


I. V.— 
Glucose 25% 650° e.c. 
Sodii Bi-carb 5%, 50 c.c. 


Strychnine Sulph. 
gr. 1/60 subcutancously 


I. V.— 

Glucose 25%, 

Sodii Bi-carb 5%, 50 c.c. 
each. 

Sodii Citras 3%, 15 c.c. 


Strychnine Sulph. 

ur. 1/60 and 

Atropine Sulph. 

gr. 1/100 subcutaneously 
Rectal saline continued 


Glucose and Sodi. Bi- 
carb Sol. 25 ¢.c. each 


Rectal saline continued 


Remarks, 


Patient very restless, 
collapsed, marked tym- 
panitis. 

Condition bad. 


Pulse just perceptible, 
too feeble to be count- 
ed, resp. 30 per min. 


Condition still bad. 


General outlook better. 
No urine yet. 


General condition much 
improved. 


Pulse 103 and resp. 
34 per min. 


Pulse 94 per min. 
Resp. 32 per min. 
Condition good. 


Urine started at 4 a.m. 
Total urine Oii. during 
the day and night. 


Pulse 73 and Resp. 24 
per min. 
Condition good. 


Patient cured. 
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It was noticed in several cases that intravenous 
injections of saline solution though lowering the 
specific gravity of blood at once had practically no 
effect on its coagulation time. Curiously enough, in 
some cases, immediately after the intravenous injec- 
tion of hypertonic sodii chloride solution there was a 
little shortening of the coagulation Several 
cases were also observed in which low specific gravity 
of blood was associated with shurt coagulation time, 


time. 


i.e., increased coagulability. Again many cases were 
observed, especially in the latter part of the present 
period of observation, which synchronised with the 
decline of the epidemic, in which though the specific 
gravity of blood was very high its coagulation time 
was near about normal. From these facts it may be 
inferred that the shortening of the coagulation time 
of blood in cholera cases is independent of its raised 
gravity, i.e., independent of dehydration, though both 
may be caused by the same agent. (See Fig. V, and 
Vig. VI). 


Fig. V. 
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From his observation the writer is of opinion that 
addition of calcium chloride in saline sol. may not 
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Fig. VI. 
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Specific gravity 


Coag. time 


He also tried injections 
cases in the 
Though it seem- 


be beneficial to the patient. 


several whom 


of sodii citras sol. in 
cougulation time of blood was short. 
ed to improve the condition of the patient in some 
cases it was never used alone to justify any definite 
writer’s observations 
any definite pinion 


conclusion, and moreover, the 
have been too meagre to form 
about it. 


SUMMARY 


1. Specific gravity und coagulation time of 
blood were simultaneously studied in 116 unselected 
cholera cases in the month of July, 1935, in the 
Chittaranjan Hospital, Calcutta. During the earlier 
part of this month mortality rate was much the same 
as the earlier part of the epidemic. During the latter 
part, there was a great decline both in the rate of 


admission into the hospital, and the mortality rate. 


2. There was shortening of the coagulation time 
of blood in most of the cases studied, which gradually 
shifted towards normal with the improvement of the 
condition of the patient. In the earlier part of this 
period of observation, this shortening was most mark- 
ed, and more than 70% of the cases studied at that 
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time had their coagulation time of blood 2 minutes or 
less. 


3. With the decline of the epidemie which 
synchronised with the fall in the mortality rate, there 
was a marked fall in the percentage of cases having 
their coagulation time 2 minutes or less, though the 
percentage of cases with high specifie gravity of blood 
was almost the same both in the earlier and the later 
part of the period of observation. 


4. Though the coagulability of blood as indicated 
by its coagulation time in most of the cases roughly 
followed a parallel course to its specific gravity, in 
many cases it was found more literally to follow the 
general condition of the patient than the specific 
gravity of blood. 
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5. The shortening of the coagulation time of 
blood in the cases studied was found to be independent 
of its raised specific gravity, i.e., independent of 
dehydration though both might have been caused by 
the same agent. 

The writer takes this opportunity to thank his 
house-physicians Drs. S$. R. Baxsuir, M. L. Dura 
Gupta and especially Dr. H. C. Buowmrix, but for 
whose untiring energy and loyal assistance the present 
study would have been impossible. All the capillary 
tubes required for the present study was supplied by 
the Bactro-Clinical Laboratory Ltd., and the Benga! 
Immunity Co., Ltd., free of cost, and the sodii citras 
sol., by the Bengal Chemical and Pharmaceutical 
Works, Ltd., and the Bengal Immunity Co. Ltd., free 
of cost to whom our best thanks are due. 


EOSINOPHILIA OF UNDETERMINED ORIGIN 


ABDUL HAMEED, m.p. (Bombay), 
Pathology Department, Seth G. 8. Medical College, Bombay. 


Cases of eosinophilia without any discoverable 
cause are very rare. Up till now only a few cases of 
eosinophilia of unknown origin have been reported. 
Drs. Armand Delille, Hurst and Sorapure have report- 
ed a ease of familial eosinophilia in the Guy’s 
Hospital report of 1930 and in the same report they 
have mentioned the references of other such cases 
reported by Drs. Enrique Tejera of Caracas, Gaugain, 
Bastai and Cirio. The following case is one more of 
similar type where the presence of a large number of 
eosinophiles is unagcountable. 


Patient—a young man from Madras aged 30 
years was admitted in the K. E. M. Hospital, 
Bombay, on the 28th May, 1934 for fever of four 
days’ duration and was discharged cured after five 
days. He was admitted again on the 9th July, 1934 
for fever and was again discharged cured after four 
days’ stay. 


As his cytological examination of blood showed a 
very high percentage of eosinophiles, he was kept 
y gh p 5 








under observation and a thorough investigation was 
done. He is a thin, looking man, strict vegetarian 
and carries out his duties as a clerk quite satisfactorily 
excepting occasional feeling of weakness or fever. 
He has never suffered from asthma or any skin 
disease. Repeated physical examinations showed 
nothing, spleen and liver were not palpable, lympha- 
tic glands were not enlarged and the following investi- 
gitions were also negative. 

Sputum—No tubercle bacilli—examined three times. 

Feces—No cysts, parasites or ova—examined three 
times. 

Uvine—Nothing abnormal. 

Screening and X-vay—Nothing abnormal any where 
and no shadow of any calcified glands. 

Kahn’s Test—Negative. 

No micro-filaria in blood. 

Cytological examination of blood done at various 
times is appended at the bottom. 

Taking into consideration that there was no 
known cause to account for such a persistent high 
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leucocytic count with a large number of eosinophiles, 
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In conclusion, I am of opinion that this case is 


an attempt was made to get the blood examined of rather interesting as there is no known cause’ to 
‘ : account for such a high leucocytic count and a 
his two brothers and mother who are in Madras but persistent high percentage of eosinophiles. ‘The 
they did not respond to our request. patient is still under observation, 

Date. R.B.C. W.B.C. Hzmo- Poly- Lympho- Eosino- Large Immature Abnormal 

per c.mm. perc.mm. — globin% morphs%, cytes% philes%, hyalines%,  cells%, cells% 
25- 5-1934 3,400,000 31,300 85 12 14 69 5 ~— — 
II- 7-1934 4,640,000 50,000 80 10 10 80 —- = — 
1- 8-1934 4,320,000 34,050 71 8 18 74 — — — 
18- 8-1934 4,000,000 38,750 — 19 II 70 — — —_ 
9-10-1934 4,480,000 34,650 85 8 10 81 I — — 
16- 1-1935 4,680,000 50,000 85 5 8 87 — — —_— 
4- 7-1935 — 40,000 —— 9 10 81 — — -- 
REFERENCE : 

P. F. ARMAND DELILLE, ARTHUR F. Hurst, V. E. L. Cirio,Reforma Med., 1926, xlii, 219. 

SoRAPURE—Guy’s Hospital Reports, 1930, page 248. GauGaIn, Ann. de Med., 1914, ii, 85, quoted by F. 
P. Bastat, Hematologica, 1923, VI, quoted by Stewart. Bezancon and R. Morcau. 

A MODIFIED ENTROPION OPERATION 
Capt. K. N. TANDON, 
Mecrut 

Trachoma and the resultant entropion of the After anesthesia is complete the clamp is fixed. 

upper lid being so common in Northern India, With a sharp scalpel a deep cut is made about two 


every doctor is called upon to do entropion operations 
some time or other during his professional career. 

A beginner finds it extremely difficult to select 
an easy and satisfactory operation, for on opening any 
book on ophthalmic surgery, he finds dozens of them 
described. The majority of them select the least com- 
plicated one or as it appears to him, i.e. cutting off 
the skin, orbicularis and tarsus in one go and sutur- 
ing the cut end of tissues. The result of this opera- 
tion is far from being satisfactory. In some cases the 
entropion remains as before and in others the exposure 
of the cornea results which ultimately causes slough- 
ing of the cornea and blindness. 

Of late I have been doing a modified operation 
which I have found to be very satisfactory and to a 
great extent limits the field of mutilation for a 
beginner. 

In order to facilitate this operation T have devised 
a special lid clamp. This is, in fact, a two-limbed 
forceps with a spatula attached. By the application 
of this instrument one can keep the lid everted and 
get a firm base for operation. The operation can be 
done under general anesthesia or under local. I have 
been doing it under Evipan lately, quite successfully. 


m.m. from the lid margin and parallel to it. The cut 
runs through the conjunctiva and the entire thickness 
The aim is to separate the tarsus into 
two pieces. With the same scalpel 
made through the tarsus at an angle of about 30 
degrees, cutting a wedge-shaped piece of tarsus with 
the apex towards the conjunctiva and the base towards 
the skin. This piece is separated and cut off. The 
clamp is removed and the lid allowed to go back to 
its normal position. There is a little bleeding but it is 
eusily controllable. Sterilised vaseline is applied inside 
A roll of ectton wool 


of the tarsus. 
another cut is 


and along the edges of the lids. 


is placed over the lid along the bony margin. This 
keeps the lid slightly everted. A firm bandage is 


applied and is kept on for three days. 

The chief advantage of this operation is that 
there is no deformity of the lid and the results are 
very satisfactory. 

I have found this operation 
those cases of entropion where due to old_ tracho- 
matous scarring the tarsus is thickened and curved. 


very successful in 


I have also done this operation for partial 
entropion due to the same cause with gratifying 


results. 

















BREAST FEEDING—IDEAL METHOD OF INFANT NUTRITION 


RAM MURTI ARORA, m.n.r.s., 
D. 1. Khan 


The problem of infant feeding is one which 
demands a good deal of attention on the part of medical 
practitioners, especially so, because the modern mother 
has acquired a tendency towards feeding ler baby 
either on animal milk or artificial foods prepared by 
Moreover, in these days of so-called 
advanced civilization, the modern girl does not like 


the chemist. 


to be a mother and when however the natural event, 
i.e., birth of a baby, does oceur, her further attempts 
vim at weaning the baby soon after its birth, thus 
incalculable 


depriving the baby of its natural and ideal food. 


causing an harm to herself besides 
Whatever be the mode of feeding a child, an average 
mother to-day, does not take so much eare -and pains 
over her baby’s welfare as she does for her toilet or 
even feeding her puppy. It is really a pity to learn 
that we have so much deviated nature 
have forsaken the ideal and natural method of breast 
feeding in favour of harmful and unnatural methods 
.of artificial infant feeding. I think that if the 
udvantages to the child and to herself are laid before 
The 
present article is intended to deal with essentials of 


from as to 


the mother, few women will refuse the privilege. 


breast feeding so that the most important points that 
are usually forgotten in infant feeding may be borne 
in mind. 


Breast feeding is undoubtedly far superior to any 
other method of infant nutrition. Statisties gathered 
from Infant Hospitals show that the mortality rate 
among the breast-fed babies is only 1/5th of the death 
and the former are more 
latter. 


child’s digestion a 


rate among the bottle-fed 


resistant to infection than the Kven a few 


weeks’ breast feeding gives the 
good start and fit it for subsequent artificial feeding 
if the lactation becomes a real strain to the mother. 
As said above, breast feeding is best for both mother 
and child. 


mother are: 


The advantages of breast feeding to the 


1. It ensures better «nd more complete involu- 


tion of uterus. 





2. The mother gains more intimate knowledge 
of the infant and its requirements and it certainly 


produces’ better physical and psychological effects. 


The advantages of mother’s milk to the child are 
Nature wants that a baby should 
milk the 
breasts lie dormant before the birth of a baby and then 
The 


not fur to seek. 

have its mother’s otherwise why should 
begin secreting a lot of milk after childbirth. 
advantages are :— 


1. The child 


temperature without 


food at 
contamination 


obtains natural body 


any and with 


its properties and vitamins unimpaired. Moreover, it 
gives the greatest security against intestinal disturb- 
ances like summer diarrhea, and intestinal tuber- 
culosis, ete. which are common troubles with the new- 


born babies. 
acquired 


2. The mother’s milk confirms some 


immunity against some diseases. 
for the child, 
digest it easily and it does not upset 


8. Being the most suitable food 
the latter can 
its digestion. 

4. It provides him with all the suitable materials 
in proper proportion thus helping lim in his growth. 


The most important points to be kept in mind 
about breast feeding are : 


1. Time—From the outset, the child should be 
trained to the utmost regularity in regard to its sleep 
and feeds. Habits begin 
first day of its birth. 
child and comfort to the mother and other members 
of the family. Disregard to this point in. respect of 


to be acquired from the 
All this ensures welfare of the 


feeding has been well said to be sowing the ‘ wind ’ 


and is certainly followed by reaping the whirlwind. 


First day. The child should be put to the breast 
three to four times the first day (8 hourly). This not 
only teaches the child to suck, but at the same time 
it stimulates the secretory functions of the breasts of 


the mother. The new-born baby, who depends for its 
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nutrition upon the mother’s milk for the first two or 
three days loses its weight to the extent of a few 
ounces. But this entails no danger to the life of the 
baby for the latter is supplied with sufficient reserve 
of nutriment to keep it on for these days of scanty 
milk secretion. The mother’s milk for the first two or 
three days is a thick, pale yellow fluid called colostrum 
which contains more of protein and salts and less of fat 
and sugar than the milk secreted later on. The child 
sucks some of this colostrum which is non-irritating to 
the baby’s stomach and has a beneficial laxative effect 
upon it. To crown all, immunising substances are 
secreted in this colostrum which bestows a sort of 
immunity against some infections of childhood. 


Some ignorant mothers think that the baby is 
hungry soon after its birth and try to give the baby 
cow’s milk by means of cotton wool wicks soaked in 
milk because they seem to think that colostrum does 
not satisfy the hunger of the baby. ‘This practice should 
be discouraged. At the most, sterile water or glucose 
water may be given between the feeds. 


After the milk comes, the child should be put to 
the breasts regularly. A healthy full term baby 
weighing 7 pounds or more should be fed at four 
hourly intervals during the day and not at all during 
the night—5 and 10 a.m. 2, 6 and 10 p.m. are suit- 
“ble hours. A weakly premature underweight baby 
should be fed at three hourly intervals during the day 
and once during the night. If a baby cries at night 
it means he feels thirsty and wants water, thus a few 
sips of warm sterile water with or without sugar will 
lull him to sleep. A full term strong baby sucks 
more milk than a premature weakly baby on account 
of strong sucking muscles possessed by the former. 
An average healthy baby needs 24 ounces of fluid 
per pound of its body weight, 14 ounce of milk is 
required per lb. of the body weight, e.g., an eight 
pound baby needs 20 ounces fluid; out of this 12 
ounces of milk is required. Divided into five feeds, 
it makes 24 ounces per feed. 


2. Duration of feeds. The average time that a 
baby could be put to breast is 15 minutes at a time. 
If both the breasts are used for each feed, seven 
minutes at each breast is sufficient. At the beginning 
both the breasts should be used at each feed and as 
quantity of milk increases, the feeding at the second 
breast is gradually diminished until only one breast is 

‘used at each feed. The child should be kept awake all 
the time it is sucking. This can be done by gently 
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tickling the sole of the baby’s foot or tickling the skin 
behind its ears. Mothers too, should not fall asleep 
when the baby is suckled. Before each feed, the 
mother should drink a glass of water for the latter 
increases the quantity of milk in the breasts. More- 
over, last but not the least, the mother should keep 
herself cheerful before and during feeding time for 
anxiety and worry have a deleterious effect both 
upon the quality and quantity of milk. 


3. Position of Breast and Baby. Whatever 
position is maintained, it should be seen that the 
nose of the baby is not pressing against the breast, 
because that interferes with proper breathing of the 
baby. The mother should hold the nipple between 
the index and middle finger slightly pressing the 
nipple thus regulating the flow of milk to the child. 


4. Care of the Breast. Great care must be 
taken to preserve the nipples from cracking. It is a 
good rule to wash the breasts once a day with soap 
and warm water. Too much use of antiseptics is not 
advisable because the baby may be repelled by its 
odour and taste. Each nipple should be cleaned with a 
lundkerchief dipped in sterile water before each feed. 
After the feeding is done, the nipples should again be 
wiped with distilled water and some antiseptic 
glycerine like boroglycerine applied to them. The 
latter application prevents the nipple from getting 
fissures and cracks. Similarly, the mouth and lips 
of child should also be wiped clean before and after 
the feed. After each feed the child should either be 
made to sit for a while or put to bed to prevent 
regurgitation of milk and other mishaps. Too much 
fondling of the baby by the sympathetic relations is 
harmful as it is likely to be followed by vomiting. 
Last of all, the breasts must be completely squeezed 
of its milk mechanically or with the aid of a breast 
pump after each feed to avoid stagnation of milk and 
other complications. 

5. Effect of the mother’s diet on her milk. Too 
much strictness need not be observed as regards 
the mother’s diet. Our Indian mothers are rather too 
conservative in this matter. She should lead an 
equable life. Good sleep and rest are highly desir- 
able. Light suitable exercise, massage and fresh air 
are essential. She requires rather excess of calcium, 
iron and vitamins, especially vitamin D (present 
chiefly in cod-liver oil), both for herself as well as 
for the baby. Thus she should be encouraged to take 
plenty of milk, plenty of green vegetables and fresh 
fruits. Protein diet, i.e., eggs, underdone meat, ete., 
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gives rise to more production of milk while fatty and 
carbohydrate diet (i.e., rice ete.) makes the mothers 
rather fat and does not effect the production of milk. 
Most nursing mothers feel extremely thirsty and 
thus they should be freely satisfied unless the baby 
begins to suffer from diarrhoea. Any alcohol taken 
by the mother affects the milk and hurts the baby. 
Avoid foods such as roasted potatoes, pastry, and 
strongly flavoured foods such as vinegar, pickles, 
sauces, etc. 


6. When to Wean the Baby. A baby should be 
weaned, when it is 15 lbs. in weight and this weight 
the baby usually acquires 9—12 
The change over should take three or four weeks both 
for the baby’s and the mother’s sake. The baby should 
be accustomed to gradual weaning by leaving off one 


between months. 


breast feed, preferably the mid-day one and its place 
taken by humanised animal milk or some suitable 
proprietary stuff rather than pure cow’s milk as is 
usually done. 


The 
following maternal conditions make suckling undesir- 


7. Contra-indications to Breast Feeding. 


able :— 


(i) Tuberculosis, either active or latent. 


(ii) The occurrence of pregnancy during lacta- 
tion which diminishes the quantity and 
deteriorates the quality of milk. 


(iii) Some acute illness like malaria, influenza, 
etc. 


(iv) Heart diseases, diabetes and 


kidney diseases. 


insanity, 
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(v) Some during or after 


delivery, like eclampsia. 


complications 


On the part of the baby the only contraindication 
to breast feeding is deficiency or absence of milk in 
the breast. Wasting and indigestion of the infant 


wre very rarely indications for weaning but rather 
for the continuation of the breast feeding. 
8. Causes of Deficiency of Breast Milk. Briefly 


speaking the main cause of deficiency is anemia 
Modern 
mothers have the tendency of taking very little food 
look thin. 
discouraged. 


combined with grave nutritional disturbance. 


during meals in order that they should 
This should be 


Another rare cause is defective development or too 


kind of starvation 
much pressure upon the breast caused by the modern 


elastic breast binders used by fashionable mothers 
This 


leads to destruction of breast tissues, hence failure of 


nowadays. constant compression of breast 
breast milk. 

The 
thing is progressive increase in weight, i.e., baby must 


The child 


should sleep well, cry little and there should be no 


9. Signs of Successful Nursing. essential 


put on 5—8 ounces of weight every week. 


regurgitation and vomiting after feeds. The bowels 


must be regular about two or three times a day 
without any pain or excessive flatus. 

method of infant 
It would lead to lowered infant mortality, 
the 
At the same time the mothers should be taught to 
dispel from their minds the erroneous belief that they 


run the risk of getting weak by nursing their babies, 


Breast feeding is an_ ideal 
nutrition. 


better health and general prosperity of nation. 


instead it is as advantageous to themselves as it is te 
their children. 











EXTRAVASATION OF URINE 


K. SINHA, m.s. 


Calcutta 


When we are asked to see u patient with all 
the symptoms of toxemia and whose red inflammatory 
painful swelling started from the perineum and 
gradually receded upwards infiltrating the loose 
cellular tissue of the scrotum and finally reached the 
specially 
when we get a history of difficulty in micturition and 
particularly when the onset is abrupt and comes on 
after an alcoholic boute. We see in our mind’s eye 
how in his stuporous condition during drink he has 
forgotten to notice the distention of the bladder with 
the consequence that the weakened, eroded and infect- 
ed area in and about the stricture of the urethra has 
given away and the urine has begun to infiltrate to 
bring about the present state. This purely mechanic- 
ul theory of extravasation dominated the field ever 
since and so long was supposed to be the only possible 
factor until recently the urethral 
membrane can be seen distinctly by means of an 


lower abdomen, we think of extravasation, 


when mucous 
urethroscope. Although mechanical theory helds good 
in some cases, it cannot explain all and specially 
thorough urethroscopic examination after extravasation 
does not show any sign of rupture in many cases. 
experience has shown that ali cases of extravasation 
are not necessarily stricture while if the 
urethra would be ruptured to produce extravasation, it 
should always be the result of stricture. Moreover, 
the fluid that gushes out from the inflamed surface in 
the perineuin, scrotum and lower abdomen during 
cperation has been analysed several times bv no less 
eminent surgeons than Kidd, Cunningham, Watson 
and Keyes who all agree that it is not urine though it 


cases, 


contained 2 per cent. of urea. They are of opinion 
that in a vast majority of cases the fluid thought to 


be extravasated urine was not urine at all but was the 


product of an acute diffuse phlegmonous  inflam- 
mation. There are some authorities such as Escot 


and Cottett who go so far as to deny even the 
existence of such clinical entity as extravasation of 
urine. 


The dominating feature of the extravasation of 


the urine is the intensive infective nature of the lesion. 


Its necrotie look indicates the action of some highly 
the Sterile 
urine does not possess such irritating power as to cause 


This is sometimes seen in 


irritating substance acting on tissue. 
necrosis in a short time, 
a case of fracture of the pelvis where the urethra is 
ruptured causing dispersion of the urine into the 
tissue without causing necrosis as quickly as is observ- 
ed in the case of extravasation of urine. I have seen 
in the Patna Medical School where 1 was a teacher, 
a case of ruptured urethra due to fracture of the 
pelvis brought from a village several hours after the 
He never developed necrosis of the tissue 
before or several days after the operation. Although 
disfigured, he was cured. Hence the most important 
factor which produces the pathological condition in 
extravasation is infection. Some bacteria is responsible 
Frank Kidd’s idea that a 


important factor 


eecident. 


for the condition. gus- 
forming sanerobic 
seems to be borne out by the fact that in recent years 
this organism has been more frequently encountered 
than formally supposed. Veillon and Zuber 


observed that gangrene takes place only when anerobic 


organism is an 


was 


bacteria are present. 


The etiological factor of extravasation of urine is 
certainly rupture of the urethra in a good proportion 
of cases, with history of gonorrhoea, presence of stric- 
ture with one or two antecedents of total obstruction 
of the urine. According to Kidd over one-half of cases 
showed the typical symptoms of extravasation with 
no stricture or any previous obstruction of urine 
although they gave history of gonorrhaa. Such cases 
show the etiology of infection only. Once urethra is 
infected by gonococcus, mocous and submucous 
glands are not spared. After the disappearance of the 
gonococci, secondary organisms which are of varying 
tvpes take their place und carry on the inflammation. 
In some unfortunate cases some dangerous bacteria 
specially of anerobic type are included in the secondary 
organism which further spreads the infection causing 
cellulitis followed quickly by necrosis which is known 
as extravasation of urine. 
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The periurethral glands of the infected urethra 
play an important role in setting up an inflammation 
of the cellular tissue covering the perineum, scrotum 
and the lower abdomen and bringing about symptoms 
analogous to extravasation of the urine due to rupture 
of the urethra. When infection spreads through the 
peri-urethral glands of the penile urethra, the clinical 
picture assumes quite a different character. The 
penis being covered by two distinct layers of fascia, 
the infection remains confined to the innermost fascia 
which covers the penis only and does not spread to the 
perineum, serotum, etc. The first symptom noted 
is a small hard nodule on the body of the penis due 
to the inflammation of the peri-urethral glands which 
rapidly causes inflammation of the whole penis 
followed by gangrene if the organism is of a virulent 
type. 








EXTRAVASATION OF URINE 





TREATMENT 

The difficulties that encounter the treatment is 
the virulent nature of the case, coupled with the 
aggravation of the previous urinary trouble. If there 
is history of the stricture present, it adds another 
difficulty. Constitutional symptoms of toxemia com- 
pletely overshadow the local condition in the perineuin 
scrotum, ete. The treatment is entirely surgical. 

1. Thorough drainage of the local areas involved 
to limit the spread of the necrosis. 

2. To make immediate provision for a temporary 
artificial passage for the urinary stream from the 
bladder if there be history of a stricture. This should 
be done by perineal section and insertion of a tube 
into the bladder or by a suprapubic cystotomy. The 
secret of success in such cases is to make wide, deep 


incision to drain the local areas of extravasation. 
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The Indian Medical Council Meeting 


It is unfortunate, nay regrettable, that the meet- 
ings of the Indian Medical Council are held in purdah 
und away from the university centres; we are there- 
fore unable to know exactly what transpired, apart 
from the bare statement issued by the Council contain- 
ing merely the resolutions passed. We have scanned 
the provisions of the Indian Medical Act and we find 
no reference in it that the proceedings should be kept 
confidential. There is hardly any public body,—like 
the Assembly and the Councils, the Senates of the 
Universities, the Municipal Corporations—which 
refuses the access of the public to its discussions 
except under certain specified occasion. Indeed, in 
the interests of the Council itself, better publicity is 
desirable if only to stifle criticisms and remove 
prejudices. publicity would 
informed and constructive criticism and there is un- 
doubtedly great need in this country for enlightening 
the public in medical matters. We do not know 
whether the members of the Council are bound to 
maintain secrecy but the anomaly lies in the fact that, 


Greater encourage 


while the press is excluded, five visitors are permitted 
to witness the proceedings and Universities receive 
copies of the proceedings (even Inspector’s reports) 
which they must print and circulate to the members 
of the Senate and the medical faculties. Who ean 
prevent the visitors if they choose to publish inaccurate 
statements and who ean prevent disclosure through 
the Universities? We are at a loss to understand the 
need for this purdah system, since unlike the British 
General Medical Council the Indian Medical Council 
has nothing to do with matters of medical ethics and 


are not required to sit in judgment on cases of un- 
professional conduct; its business is mainly concerned 
with the maintenance of a minimum uniform standard 





of medical instruction, the inspection of universities 
and securing reciprocity with other countries. These 
are hardly matters that require a hush hush policy and 
we hope that at no distant date the press will be 
allowed to the meetings of the Council. 

One of the questions which has been agitating, 
more than anything else, the medical profession in 
India and one which formed, as we understand, the 
subject of an important resolution at the last meeting 
of the Council, is that of recognition of Indian medical 
degrees by authorities outside British India, in parti- 
cular by the G. M. C. 
the salient points of the prolonged controversy be- 
tween the G. M. C. and universities in India. The 
universities in India were incorporated under the 
Under the provisions 


For our readers let us recall 


provisions of Act II of 1857. 
of the Act these universities are entitled to hold 
examination and confer such medical degrees as ure 
indicated in the Act. In the case of the Caleutta 
University and some of the older universities, the 
licenses and degrees of the Indian universities were 
recognised by the G. M. C. as far back as 1892. Such 
recognition continued without question until 1920, 
when some letters were addressed by the G. M. C. to 
the Indian universities regarding the practical training 
in midwifery in these universities. Following on this 
correspondence, Sir Norman Walker visited 
universities in 1922 and made certain recommendations 
to the G. M. C. for altering the course of study in 
medicine. The G. M. C. agreed und continued recog- 
nition until June, 1923 ‘‘and thereafter year after year 
conditionally on the receipt of a satisfactory report 
from an official Inspector approved by the Council 
stating that all the regulations of the Council are being 
fulfilled.’’ In June 1924 the Calcutta University receiv- 
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ed a letter from Col. Needham that he proposed visit- 
ing Caleutta between 28rd and 27th of June 1924 and 
attending the M. B. examination. The Syndicate 
regretted that it was not possible under the rules to 
grant Col, Needham’s request. On report from Col. 
Needham of the incident the G. M. C. refused to 
continue recognition of Caleutta medical degrees 
after November, 1924. The legal opinion, however, 
was against the Caleutta University and for five 
subsequent vears annual recognition was granted after 
inspections by Inspector sent or approved by the 
G.M.C. In 1930 the G. M. C. desired that provision 
should be made by the Government of India for the 
pay of an Inspector to be appointed by the G. M. C. 
for the purpose of inspection of the examination of 
the Indian universities and report to the G. M. C. 
The Indian Legislative Assembly refused to sanction 
the salary and in consequence the G. M. C. refused 
to continue recognition of Indian degrees from the 
vear 1930. The action of the G. M. C, caused much 
embitterment and indeed the resentment was so great 
that not one of the universities thought of exercising 
their right of appeal to the Privy Council. The 
universities which had ever tried to keep up the 
standard of medical education in India felt this action 
of the G, M. C. was an unmerited slur on the 
graduates of these universities and was entirely un- 
called for. As an outcome of this controversy the 
Assembly passed the Indian Medical Couneil <Aet, 
which while professing to accept the principle of 
reciprocity, accorded, in the face of severe criticism, 
recognition to British qualifications for four years 
from the date of enactment, although the ban = on 
Indian medical degrees by the G. M. C. remained. 
This provision of the Act was regarded as a temporary 
makeshift arrangement to allow time to tie newly 
formed Indian Medical Council to evolve an equitable 
reciprocal arrangement with the United Kingdom and 
other countries; even so, it was an obvious ecapitula- 
tion by the Government of India to the inequitous 
demands of the G. M. C. For four years from the 
commencement of the Act, therefore, the Indian 
Medical Council set up by the Act had no power to 
alter recognition of British qualifications in India. 
Things remained in this nebular and_ unsatisfactory 
state until the passing of the new Government of 
India Act. Sections 120 and 121 of the Act concede 
the same right to persons with British qualifications 
to practise in India as persons with Indian qualifica- 
tions have to practise in the U. K. No person is to 
be debarred from practising in either country or being 
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registered therein except on the ground that he does 
not possess a qualification showing that he possesses 
the knowledge and skill for efficient practice of 
medicine. The principle has also been set down that 
one country cannot impose restrictions unless similar 
restrictions are imposed by the other country. These 
conditions at least satisfy the basie principles of 
reciprocity. It was necessary therefore for the Indian 
Medical Council to inform the authorities of the U. K. 
with which the principle of reciprocity has been 
established, the names of the universities and their 
medical qualifications which the Council consider 
‘ sufficient.’’ In our opinion this is the only dignified 
iogical position that the Indian Medical Council could 
tuke up to secure recognition of the degrees of the 
Indian Universities in England. In the  cireum- 
stances, therefore, no one will regret the decision 
arrived at by the Indian Medical Council to forward 
to the G. M. C. a list of Indian qualifications whieh 
have the former’s approval. This Council is intended 
to occupy an equal status as that of the G. M. C., 
und therefore if it is satisfied with the standard of 
certain qualifications, it is for the G. M. C. to accept 
the same qualifications without question. It is grati- 
fying to find that the original official resolution of 
the Executive Committee suggesting the forwarding 
of Inspector’s reports to the G. M. C. which would 
have reduced the Council to an inspecting agency for 
the G. M. C. was withdrawn at the last moment and 
the resolution proposed by Dr. B. C. Roy embodying 
the procedure stated above accepted in its place. 
Another question discussed at the last meeting of 
the Indian Medical Council related to the venue of 
the meetings. Dr. Mudaliar of Madras suggested 
that the meetings should be held by rotation in the 
various University centres, but unfortunately the 
resolution was lost, though by a very narrow margin, 
the strength of the official block as usual being respons- 
ible for the defeat. It was contended in support of 
the resolution that this procedure would bring mem- 
bers of the Council in closer touch with the university 
centres giving opportunities to its members to get 
better acquainted with the teachers and to the local 
circumstances under which the universities work. 
This proposal would have afforded the members a 
better idea of the teaching standards of a university 
than they can get by going through the Inspector's 
reports. It involved no larger financial commitments 
than the trip to Delhi. Despite this very cogent 
argument it was contended against the suggestion 
that Delhi was the proper venue since the Council 
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was an All-India body and Delhi was the imperial 
capital and they should invest the meeting with the 
imperial atmosphere. It requires a Gilbertain pen to 
do justice to such a frivolous contention. There may 
be a few members to whom the imperial atmosphere 
of Delhi makes an irresistible appeal, who delight in 
the opportunity provided to make their cbeisance 
to high officials in Delhi and Simla. It is not their 
convenience that should be studied but the question 
of enabling the Council members to discharge their 
duty of maintaining the efficiency of university 
medical training in India with better effect by means 
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of closer contact with the universities. The fear that 
the members would thereby be led to interfere with 
the work of the Inspectors is groundless. It dis- 
closed a certain amount of want of self-confidence on 
the part of the members of the Council. Surely the 
members can be depended upon to know what their 
duties are. All the university representatives showed 
themselves strongly in favour of the resolution, dis- 
playing a keen desire to effect a closer co-operation. 
But as mentioned above, the resolution fell through 


on aceount of intervention of officials. 


AN APPEAL 


The world is witnessing to-day a grim struggle 
between Abyssinia, a poor, disorganised country and 
Italy, a rich, strong, fully organised power, long 
equipped with all the perquisites of modern warfare. 
At this juncture, India’s natural sympathies are 
towards the weaker of the two belligerents whose 
very existence as an independent sovereign power is 
at stake. The Indian Medical Association, at the 
meeting of its Central Council held at Delhi in 
October last, decided to organise medical aid for all 
sufferers, particularly to Abyssinians who are, from 
ali accounts, unable to provide sufficient ambulance 
servicemen. 


The Indian Medical Association has decided to 
send a field medical service unit to serve the needs 
of the troops and civil population. The organisation 
and maintenance of such a unit would require at 
least a sum of 24 lacs of rupees at the outset; the 
Association depends on the generosity of the public 
for monetary support. In case the money required 
be not forthcoming, such sums as may be subscribed 


will be handed over to other agencies doing similar 
work. 

For this purpose also, we need the following :— 

(1) Medical officers, compounders and dressers, 

orderlies, 


stretcher-bearers, nursing 
cooks, bhisties, sweepers, clerks snd 
store-keepers. 

(2) Surgical appliances and dressings, medi- 
cines, tents, linen, hospital clothing, 
bedsheets, blankets, towels, mosquito- 
nets, ete. 

The Association appeals to the public and 


sincerely hopes that it will not be in vain. 

Any contribution in money or in kind will be 
thankfully received and acknowledged by the Hony. 
Secretary, Indian Medical Association, 67, Dharmatala 
Street, Calcutta. 

Applications from persons desiring to serve on the 
unit will be received by the Hony. Secretary, Indian 
Medical Association. 


(Sd.) Nilratan Sirear (Calcutta) (Sd.) R. K. Naidu (Poona) (Sd.) K. 8. Ray (Caleutta) 
»,  Bhola Nauth (Lahore) » XK. B. Dikshit (Moradabad) » J. N. Bose (Calcutta) 
» M. A. Ansari (Delhi) » H.N. Shivapuri (Jhansi) » Rk. C. Sen (Calcutta) 
»  B. C. Roy (Calcutta) »» R. A. Amesur (Karachi) » <A. K. Sen (Calcutta) 
» M. G. Naidu (Hyderabad) » 9. L. Rohatji (Cawnpore) », A. K. Chakraberti (Calcutta) 
»,  Jdivraj Mehta (Bombay) » 8. N. Misra (Cawnpore) » 8. C. Sen Gupta (Calcutta) 
» K. K. Dadachanji (Bombay) ». Vv. L. Nulkar (Jalgaon) »  N. N. Basu (Calcutta) 
» M. R. Samey (Bangalore): » 8. C. Sen (Delhi) » &. P. Sen Gupta (Calcutta) 
», J. P. Modi (Ahmedabad) »,  luatef Sayeed (Hyderabad) »  D. N. Banerjee (Calcutta) 
»  K. K. Chatterji (Calcutta) »  B. Thungamma (Benares) » C€. C. Bose (Calcutta) 
»»  Bhupal Singh (Meerut) » PP. B. Mukerji (Patna) »  D. R. Ghosh (Calcutta) 
» R. N. Bose (Meerut) » TT. N. Banerjee (Patna) » A. D. Mukerjee (Calcutta) 

Hyderali Khan (Hyderabad) », §. Halder (Muzaffarnagar) », B. K. Ghosh (Barrackpore) 


















A YOUNG DOCTOR 


Capt. P. S. GUPTE, m.B.n.s., 
Nasik 


There are men and classes of men that stand 
above the common herd: the soldier, the sailor, and 
the shepherd not infrequently, the artist rarely, 
rarelier still the clergyman and the physician almost 
as a rule. He is the flower (such as it is) of our 
civilization; and when that stage of man is done with, 
and remembered to be marvelled at in history he will 
be thought to have shared as little as any in the 
defects of the period, and most notably exhibited 
the virtues of the race. Generosity he has, such as 
is possible to those who practise an art, never to 
those who drive a trade; discretion, tested by a 
hundred secrets; tact, tried in a thousand embarrass- 
ments; and what are more important, Hereulean 
cheerfulness and courage. So it is that he brings 
vir and cheer into the sick-room, and often enough, 
though not so often as he wishes, brings healing. 
(From the Dedication of the ‘*Underwoods’’ by 
Robert Louis Stevenson). 

When a young doctor enters the field of practice, 
he is quite unaware and therefore unprepared to 
meet the various difficulties that confront him. He 
thinks that if he works conscientiously and puts all 
his efforts to cure a patient he will succeed. The 
ideal is what it should be. Our profession depends 
much upon faith. He who creates more faith cures 
more patients. 

Successful career does not mean amassing money 
as is held by the vulgar public; no, that should not 
be the ideal of a man. Our aim in life should be to 
render efficient social service and to create respect for 
ourselves. Everything else should be set aside to 
achieve this object. We know that men who have 
left their footprints behind them were not those who 
were self-interested, but those who were useful to the 
world at large in their walks of life. Medical profes- 
sion offers a very good opportunity to attain this 
object. To relieve the sick and carry a message of 
health and happiness should be our motto. 

IT shall advise all medical men not to start 
practice immediately they are qualified, for their 
own good as well as for the good of their patients. 
No other profession requires a man more practical 





and resourceful than our profession. This practical 
knowledge and resourcefulness can never be attained 
by reading books. A freshly passed out man should, 
therefore, remain an apprentice for at least two years 
with an old experienced colleague. During this 
period he should be extremely alert in grasping all 
the ways end means of treating a patient. I am in 
favour of making this apprenticeship compulsory. 
Fatal mistakes are sometimes committed by fresh 
men to the detriment of their reputation. 

Popularity in practice does not much depend 
upon the degrees and qualifications which are secured 
in the academical career, but it depends upon the 
way one deals with the public. 1 am sure it will be 
much less costly to an individual if he undergoes 
training in some institution or apprenticeship under 
another medical man. The degrees and qualifica- 
tions certainly give a good start; but their value stops 
there. Now individuality comes in and is responsible 
for suecess or failure in one’s life. People may flock 
to a doctor in the beginning; but if he fails to rise 
to their expectation, he is sure to be left to himself. 
Of what use are qualifications to them, if he fails to 
create confidence and render relief and happiness? 
The tendency of doctors in medical practice to look 
down upon their colleagues who do not hold better 
degrees is the cause of jealousy. 


A correct diagnosis is the basis of success. A 
young doctor should look upon every case that comes 
to him as if it were his first case. That means that 
he should be as careful in examining his patients as 
he would be in examining his first early patients. 
This idea in mind will prompt him to be very careful 
in examining and thoughtful in treating patients. 
Once he gets into this habit, it will become his 
nature. To arrive at a correct diagnosis requires 
concentration of mind apart from all other mechanical 
and scientific appliances. 

If you are not sure of your diagnosis, let the 
patient or his relatives be informed accordingly. 
You can tell them that a few days’ observation is 
necessary to arrive at «a correct diagnosis. It is 
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inadvisable to give out hastily the first impressions of 


vense. That is the worst habit Changing diagnosis 


from day to day reflects badly on your reputation 


und creates diffidence. 


In the beginning of a career unnecessary risks 
ure extremely harmful. There should be no hesita- 


tion in securing the help of better qualified and more 


experienced colleagues in such cases. ‘ No risk no 


gain’ is a bad slogan for a beginner. It may serve 
reputation. Rash- 
He must 
bold 


The world appreciates good and conscientious 


those who have established their 
ness is the bane of a medical man’s career. 
and 


be considerate and cool at the sume time 


loving. 


work, 

Once a certain place is selected for practice, it is 
no use thinking of changing it. In the first place 
there should be no hurry in choosing a place. Once 


the place is fixed up a doctor should devote whole- 
heartedly his services to the people of that 
Itinerating habit will not be paying in the end. It 
should be the pride of a doctor to be called ‘ a poor 


place. 


In the beginning of 
A man in 


man’s doctor’ in that locality. 
your career despair may prevail upon you. 
despair is the most inefficient man. 
Whenever 


able to achieve anything in his life. you 


wre in despair the thought of rendering useful services 


to your fellow creatures when a next opportunity 
comes should kindle buoyant hope and _ increase 
enthusiasm to work harder. It is just likely that 
one or two fatal cases for no fault of yours may 


occur, or you may have committed a few mistakes in 
the early period of your career. But then who has 
not committed mistakes? In faet, by 
That is why experience 
It is practie- 


mistakes we 
become experienced. is a 
very good teacher but a very costly one. 
il wisdom gained by trials. 

Behaviour of a doctor with his patients from the 
lowest to the highest should be such as to create 
confidence and respect for him. A family physician 
is really a friend and a philosopher to its members. 
By his good behaviour he should be indispensable to 
that family and form a part of it. 

Jealousy of flourishing colleagues will not bring 
more patients. It is the skill, hard work and character 
which will lead a man to success. 

Always be truthful to your patients. It will be 
fiways advisable to take some rasponsible person in 
the house into confidence to keep him informed of 
the progress of the disease. Relatives and _ friends 
should be kept informed of the seriousness or other- 


It sometimes falls to our lot to 


wise of the case. 


GUPTE 


He will not be 
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malady «and then it 


The relatives should 


let the patient know his real 
requires great tact to divulge it. 
be informed of all the future complications which 
will probably arise in the course of the disease. 
Forewarned is forearmed. 

One 


attempt 


should) not leave a ‘patient despondent. 


Every should be made to imitigate the 
seriousness of the disease in his presence. 
a patient cheerful and hopeful about his illness taxes 
How ean you make others cheerful 


A doctor should, 


Ilo make 


all our prudence. 
unless you possess that element ? 
therefore, forget all his worries before entering a 
patient’s room and put on a serene and happy look. 
of finding fault with 
other doctors in your presence. When they are doing 
so in the ease of others, they are sure to serve you 


put oa 


People are in the habit 


One should immediately 
stop to such things. When 
treatment different from yours, you must remeinber 


that that doctor must have some reason for carrying 


in the same coin. 


you find other doetors’ 


his own line of treatment. There are always two sides 


of a question. No medical man should talk ill of his 
colleagues nor should lend his ears if anybody is 
talking ill of them. Keep your ears deaf to praise as 
well as to censure and do conscientiously whatever 
falls to vour lot. Consultation and discussion should 
be held in a separate room and not in the presence of 
laymen. 

We have a debt of gratitude to our predecessors 
for handing down to us such a vast amount of 
knowledge which we use so freely for our benefit. Is 
it not binding on us to do the same for our future 
generation? This can be done by cultivating a habit 
of keeping a record of our cases in which we are much 
interested. A record of observations for some vears 
well arranged and well interpreted will be worth 
leaving behind in print. 

Lastly, no profession requires more wisdom, fore- 
sight, sympathy, physical and mental strain than the 
medical profession. There is no doubt that it 
paying compared to its great responsibility, but it is 
still the noblest profession when shorn of its commer- 
cialism. Co-operation of doctors in medical practice 
will certainly ease the strenuous labour and widen 
the scope. It will be found most useful both to 
doctors and to the public at large. 

To relieve the strain and monotonous character 
of daily work I would advise every one to devote some 
time to extraneous subjects for which he has a liking. 
Tt will recreate the mind and refresh the brain for 


more work. 


is less 




















CASE NOTE 


A CASE OF MYOTONIA CONGENITA 


5S. C. CHATTERJEE, m.s. (Cal.), 


History: Mr. R. Chatterjee, a Hindu male, 
single, uged 24 years, was seen for awkward and slow 
movement of limbs, specially noticeable on attempt- 
ing to move the limbs after rest. Thus the patient 
has difficulty in relaxing the grip after holding any- 
thing tightly for sometime. He has difficulty in start- 
ing walking after a period of rest due to stiffness in 
the legs. He has been noticing all these troubles 
since very childhood. 


amity History: His parents are dead, they 
had no similar troubles. He has four brothers and 
one sister of which his sister has exactly similar 
troubles since her childhood, her children however 
ure unaffected. 

IXXAMINATION: Patient of normal build and of 
uverage intelligence. 

GAIT : 
sitting for sometime), he walks in a peculiar way 
with the foot kept stiff and at right angle to the leg. 


As he starts walking (after he has been 


The patient also feels a sense of stiffness in the 
leg-muscles. After a few steps us the stiffness 
gradually disappears walking perfectly 
normal, 


becomes 


The stiffness and difficulty in relaxation were 
further exhibited when he was asked to release his 
grip, the patient taking quite a long time for relaxa- 
tion of his grip—it seemed as if his hands were being 
glued with 
Myotonia in the muscles of the thenar eminence and 


something. There was evidence of 


tongue specially,—on stimulating these muscles, 
wave like contractions could be seen running slowly 
wlong the muscles. There was no muscular paralysis 
or paresis, no muscular rigidity on passive move- 
ment. 


Pupil—equal on both sides and reacting normally 
te light and accommodation. 


Cranial nerves—normal. Jerks normal. Fundus 


oculi—normal. W.R.—Negative. Electrical stimula- 


M.R.C.8. (Eng.), M.r.c.p. (Lond.) 


tion of muscles of hand, forearm and legs showed 
delay in relaxation—‘‘Myotonic reaction of Erb."’ 


ComMENTARY: The — characteristic 


which were present since early childhood, familial 


coinplaints 
historv, the abnormalities of voluntary contraction 
and relaxation of the muscles (specially of legs and 
hands in the case) stamp the diseuse as one of 
Myotonia Congenita. The only condition from which 
this need be distinguished, if at all is Myotonia 
Atrophica. In the latter disease, besides the identical 
myotonic symptoms and signs, are present—atroplis 
of facial muscles and strenocleidomastoids, testicular 


atrophy, cataract, premature baldness, etc. 


Myotonia Congenita is a compuritively rare 
disease, very little is known regarding its etiology 
excepting the facts that the condition is familial and 
hereditary. In the case recorded as has been noted 
previously his parents were not affected though the 
familial history is present. The pathological changes 
are limited to the muscles which show evidence of 
hypertrophy without any increase in the connective 
tissue, the individual fibres being often double the 
diametre of the normal fibres. There is inerease in 


the muscle nuclei. There is no nerve’ change. 


Though there are distinct pathoiogical changes in 
muscles vet it is not definite whether the disease is 
primarily of musele or due to some defective central 
Congenita has no tendenes 


innervation. Myotonia 


to destroy life. There is no satisfactory treatment 


for this condition excepting massage and free 


exercise. The position of free exercise in treatment 
cun be best appreciated from the following lines :— 
‘Thomson himself, who was afflicted with the 


disease, was always better with free exercise.’’ 
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MEDICINE 


Abdominal and Circulatory Phenomenon 
of Allergy 


J. A. Ryte (Lancet, London, June, 1, 1935, page 
1257) believes that no circulatory 
disturbances should be called ‘ allergic ’ 
or preferably more of the 
fulfilled. (1) The symptom 
those observed in human anaphylaxis or serum sick- 
(2) There should be a history of idiosynerasy 


abdominal and 
unless two 
following postulates are 

should be similar to 
ness. 
to some food, beverage, tobacco, drug or other extra- 
(3) There must be in addition some 
hay 


neous substance. 


such allergic phenomena as asthma, fever, 


urticaria, or ungioneurotic cdema occurring along 
with or alternating with abdominal or — cireu- 
latory symptoms. (4) There should be a family 


history of this disorder. (5) There should be a perio- 
dicity in these allergic disorders. (6) All possible 
care must be taken to exclude organic disease. The 
author holds difficult to distinguish 
between symptoms of anaphylactic shock «and those 
describes a 


that it is very 
of Gower’s syndrome and he case of 
Gower’s syndrome following a second injection of 
tetanus antitoxin. 


Coronary Artery Thrombosis 


Artuur M,. Masver (Journal of American Medical 
Association, August 8, 1935, p. 387) reports that he 
treated very successfully 75 cases of coronary artery 
thrombosis by immediate complete rest in bed for six 
weeks and a low ecalory diet, eight patients only dying 
and one only in the first attack. The author lays 
ereat stress on the absolute rest in bed for a minimum 
of six weeks for an average patient, some requiring 
even months in bed. This rest will lower the meta- 
bolic rate, and diminish the work of the heart allow- 
ing it to heal and form collateral circulation. The 
author is also very particular about the low calory 
(800 calories) diet to be given in small feeds as he has 
seen the patients under such dietetic control getting 
rid of their pains more quickly, having no gastro-intes- 
and their vital capacity, blood 
pressure and the pressure 
In course of treat- 


tinal disturbances 


velocity, venous blood 


returning more quickly to normal. 
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ing these patients he observed hypertension in 75%, 
of his male patients and in 100% of the female ones. 
The prognosis of the first attack is generally good and 
is better in cases in which the blood pressure is not 
high. He advises liberal use of morphine and codeine 
for the relief of pain and forbids the use of glycery! 
trinitrite, amyl nitrite, digitalis, epinephrine. He 
has found caffein soda benzoas hypodermically acting 
favourably as a cardiac stimulant which is required in 
combating shock. 


Histidine Treatment of Peptic Ulcer 
of Lesser Curvature 


D. Samira (British Medical Journal, London, 
July 27, 1985, p. 147) studied the effect of histidine 
injection in 12 cases of peptic ulcer ‘of which 7 
the hospital and 5 as ambulatory 
cases in private. They were all given ordinary diets 
and of the five private patients four continued their 
ordinary occupations and one was moving about but 
not at his work. 5 ¢.c. of a 4% solution of histidine 
First symptom to go was dis- 
almost immediately con- 


were treated in 


was injected daily. 
comfort; vomiting 
trolled and the appetite improved with relief of 


was 


constipation. Flatulence was the most obstinate 
syinptom in his series and in 2 eases it persisted 
throughout the whole course of injection. ‘Tender. 


ness on palpation remained till several injections were 


given. The most refractory case yielded after the 
20th injection. X-ray examination also showed 
improvement. 


Cerebral Hemorrhage and its consequences— 
Autohemotherapy 


Prof. R. Coreka and G. Pizzitto (Wiener Klin 
Wochr., November 18, 1935) have found striking and 
often improvement by autohemo- 
therapy in cases of cerebral hemorrhage of various 
origin and its consequences. 25 c.c. to 30 c.c. of 
blood is withdrawn from the vein of an arm or leg 
and immediately injected into the gluteal muscles of 
the healthy side, a few ¢.c. of 25% soda citras solu- 
tion taken in the syringe beforehand helping in the 
process of injection by prevention of coagulation. 


instantaneous 
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The injection may be repeated at 8 ~1 days interval. 
In traumatic cerebral hemorrhage, the injection has 
a truly marvellous effect. For prophylaxis auto- 
humotherapy is absolutely indicated with prodromes 
of apoplexy, viz. giddiness, weakness, trembling of 
iimbs, high blood pressure, especially in arterio- 
sclerotic patients with a hereditary tendency. The 
injection produces a sudden lowering of — blood 
pressure and the above mentioned symptoms ure 
immediately improved. 


The Treatment of Paroxysmal Tachycardia 


Prof. H. Bounenkame (Klin. Wschr. November 
12, 1935) treated 4 protracted and severe cases of 
paroxysmal tachycardia with intravenous injection of 
digitalis. 2 to 3 c¢.c. of digipuratum was injected in 
the vein very slowly with immediate slowing of the 
pulse rate, though the injection had to be repeated 
once in the evening and again in the morning follow- 
ing, the latter injections being in smaller quantity. 
The author had no heartblock in’ his cases though 
such heavy doses of digitalis were administered. Of 
course, the author advises first to try all the less 
harmful methods of treatment before giving digitalis 
intravenously, viz. carotid pressure, drinking of cold 
wnd hot liquids, application of ice-bags on head, heart 
and back of the neck, quinine intravenously (4 ¢.¢.) or 
choline intravenously (4 to ? ¢.c.) 


Treatment of Carbolic Acid Poisoning 


L.. GoopMAN and A. G. GEIGER (American Journal 
of Medical Sciences, August 1985, p. 206) after 
discussing the ineffectiveness of the many of the old 
antidotes to carbolic acid, e¢.g., milk, egg-albumen, 
aleohol, glycerin, sodium sulphate, potassium 
permanganate, and syrup of lime, report very good 
results with olive oil, as carbolic acid is more soluble 
in this oil than in water. The authors advise olive 
oil to be given in as large a quantity as_ possible. 
The stomach tube should then be carefully introduced 
and lavage done with olive oil, keeping some of it in 
the stomach after finishing the lavage. Other 


svinptomatie treatment must be continued. 


Therapeutic Action of Methylene Blue in Dyspnoea 
Resulting from Pulmonary Processes 

H. ScHLUNGBAUM (Deutsche 

Wochenschrift, Leipzig, June 14, 1935) reports 

favourably on the use of methylene blue (Methy!l- 


4 


medizinische 


MEDICAL 


LITERATURE 113 


thionine chloride—10 ¢.c. of 1 p.c. solution  intra- 
venously) in cases where there is deficiency of oxygen 
particularly in pneumonia with extreme cyanosis and 
dyspnea. The injection is made very slowly and the 
effect of the drug is visible shortly after the injection 
und lasts for about 24 hours. There is an improve- 
ment in cyanosis and respiration. The author used 
the drug in 15° cases. The mode of action is still 


unknown and the author thinks that ‘* even though it 
does not influence the disease process as such, it will 
serve its purpose if it frees the patient from the 


extremely painful condition.”’ 


High Carbohydrate and low fat diet in Diabetes 


Krakaver (Klinsche Wochenschrift, Berlin, June 
8, 1935, p. 820) treated successfully uncomplicated 
diabetic patient (adult) with high carbohydrate and 
low fat diet. He starts by stopping the old dict, 
keeping the patient only on milk for 3 to 4 days after 
whieh he gives a mixed diet, without insulin if 
possible. Fat is restricted to prevent acidosis, 
protein is given in quantity of 1 gm. per kilo body- 
weight and carbohydrate is added gradually according 
to the tolerance. The diet is varied according to 
individual taste and requirements. In 88% of the 
patients, sugar and ketone disappeared from the urine, 
blood sugar became normal in 25% of eases. The 
diet produced a higher carbohydrate tolerance and is 
very successful in patients with persistent hyper- 


glyewmia and acetonuria. 


A Case of Hydrophobia with the Longest 
Incubation Period on Record 

K. R. K. Tyvencer Pasteur Institute, Coonoor 
(Indian Medical Gazette, October, 1935, p. 562) 
reports that a child aged 104 years who was bitten by 
a street dog on 20th March, 1982 and who underwent 
a full course of antirabic treatinent developed clinical 
signs of hydrophobia on 11th June, 1935, and died 
after 4 days. The incubation period in this case is 
+ years 2 months and 21 days (1,176 days) and is the 


longest on record. 


SURGERY 


Early Diagnosis and Prophylaxis of Carcinoma 
of the Stomach 


Prof. J. KE. Konsentrzny (Med. Klinil:, November 
16, 1935) holds that stomach forms as high as 609% of 
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all cases of carcinoma and that the carcinoma is more 
common in men than in women and that only 10 to 
20%, of the carcinoma of the stomach coming in for 
treatment can still be considered Recent 
researches have proved beyond doubt that carcinoma 
of the stomach develops most frequently on the basis 
of chronie atrophic hyperplastic gastritis. For the 
recognition of this latter condition the author advises 
to make use of (1) the relief X-ray picture of the 
mucous membrane, (2) gastroscopy, (3) gastric con- 
tents analysis showing diminished hydrochiorie acid. 
When the diagnosis of chronic atrophic-hyperplastic 
gastritis is established the indication for resection of 
For prophylaxis he has advised 


operable. 


the stomach is given. 
to lead a reasonable natural life avoiding all mechanic- 
al, chemical, thermal and infectious injuries to the 
membrane and to treat gastric 


gastric mucous 


catarrh, if it occurs, in time. 
Aberrant Pancreatic Tissues in Gastro-intestinal 
Tract 


(Archives of 
4u8es 


C. D. Brancn and R. E. Gross 
Surgery, Chicago, August, 1935) found in 24 
aberrant (containing ductal and 
acinar element resembling histologically normal pan- 
creatic tissues) in different situations in the alimentary 
canal, viz. in 8 cases in stomach and pylorus; in 10, 
in duodenum; in 4, in jejunum; in 1, in ileum; and 


pancreatic tissues 


in 6, in a Meckel diverticulum. In 9 eases only 
typical islets of Langerhans were found. It is a 


congenital anomaly in the majority of cases and is 
prevalent equally amongst males and females. Four 
of these 24 cases had important pathological bearing— 
the first had pyloric obstruction and the other three 
formed the site of ulceration in the stomach and 
duodenum. 


Facial Erysipelas—Evaluation and Comparison of 
Specific Antiserum and Ultraviolet Ray Therapy 


H. J. Lavenper and L. Gotpman (Journal of 
American Medical Association, September 6, 1935, 
p. 401) observed 90 cases of facial erysipe!as from 
1933 to 1935 of which 32 were treated with specific 
antiserums (an average of 4.8 injections), 26 were 
given intensive ultraviolet ray therapy (an average of 
18.8 erythema doses at a treatment and an average 
of 8 treatments for each patient) and the remaining 
382 cases were used as controls treated with wet 
dressings and found out from the analysis that 
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ultraviolet ray therapy gives more encouraging 


results than antiserum treatment. 


Post Operative Thrombosis and Embolism 


Prof. Sticu-GoTHENGEN (Der. Chirurg, Nev. 10) at 
the German Congress of Surgeons in the current year 
gives the following causes to be responsible for post 
operative thrombosis—slowing of blood — stream, 
changes in the blood, and injuries to the vascular 
walls, less of the saphenous than the crural vein and 
deep-seated veins of the calf and the pelvis. Post- 
operative increase of blood platelets and their 
tendency to agglomerate and adhere to one another, 
increase of globulins and fibrinogen, increased acidosis 
of the blood—all these help in the causation of throm- 
bosis and embolism. Females are more affected than 
males and heredity in some eases and obesity and 
debility play some part in the formation of thrombosis. 
For prophylaxis the author advises to follow’ the 
following measures :—apart from reducing the injuries 
due to operation to the degree, 
systematic preparation of the patient, getting him up 
soon after an operation, frequent raising and chang- 
ing of position of the legs, careful treatment of the 
heart, and the vessels, and reduction of acidosis. 


lowest possible 


Pathogenesis of Renal Calculi 


C. C. Hiaarns (Journal American Medical Asso- 
ciation, April 13, 1935, p. 1296) reports that a diet 
rich in vitamin A produced a distinct decrease in size 
or a total solution of renal calculi (shown by radio- 
graphic studies) in 18 cases. The got this 
idea of treating patients with urinary lithiasis from 
his experimental observations in albino rats having 
urinary calculi with diets deficient in vitamin A, the 
calculi again getting disintegrated and dissolved when 
that deficiency in content of the diet is 
restored. 


author 


vitamin 


Parathyroidectomy in Raynaud’s Disease 
and Sclerodermia 


Anice Berner and J. Gartocn (Ann. of 
Surgery, April, 1935, p. 1012) observe that calcium 
‘auses marked improvement in 
vasospasms in Raynaud’s 
disease, thromboangiitis obliterans, and arterio- 
sclerosis, but it is of no benefit in certain cases. The 
authors treated six cases, who had calcium treatment 
without any relief of their symptom by parathyroid- 


therapy sometimes 
the symptoms due to 











of 
m 
in 
"s 
O- 
he 


nt 








VoL. V., No. 3 
Dec., 1935 
ectomy and they had immediate relief of the 
symptoms, the change in color of the extremities to 
normal and also improvement in surface temperature. 


Unilateral Fixed Mydriasis after Injury to Skull 

Prof. F. De Quervain (Schweizer med. Wschr., 
November 4, 1935) holds that this symptom is 
indicative of a serious lesion of the contents of the 
skull on the same side. It is usually a case of 
pressure due to an epidural or subdural hematoma. 
In exceptional cases, cerebral contusion is in the 
foreground. The pupil of the other eye is normally 
very much narrowed consensually and not quite 
without reflexes. With bilateral injury to the brain, 
the side on which the pupil is dilated is usually 
more seriously injured than the other. A condition 
of irritation of the sympathetic may be partly 
responsible for the fixed dilated pupil in addition to 
paralysis of the fibres of the oculomotor nerve. In 
exceptional cases the phenomenon may be produced 
extracranially or by a retrobulbar hematoma. The 
external muscles of the eye which are governed by the 
oculomotor nerve are then usually paralysed as well. 
Unilateral fixed mydriasis forms an_ indication for 
trepanation on the same side. If the sign is absent 
the opening should be first on the side of the injury 
and then on the opposite side. (Ars. Medici, Novem- 


ber 7, 1935, pp. 817—18). 


When should the Specialist be called with 
Otitis Media ? 
( From a Round Table Lecture by Prof. C. Bren, 
Viena, Wiener Klin. Wschr. No. 11, 1935 ) 


1. When an acute otitis media does not show 
definite signs of improvement as to pain and fever 
within the first five to six days. 


2. When worsening sets in, in further course, 
for example, fresh rise in temperature, throbbing 
pains especially during the night, severe sensitiveness 
to pressure on the mastoid process, pain in the region 
of the emissarium Sanatorini (even if the mastoid 
process is not sensitive), poor general condition. 


3. When profuse suppuration of the ear lasts 
over two weeks. 


4, When an acute otitis media is not healed 
after 5—6 weeks and the general condition is still 
suffering therefrom, though the’ ear symptom may 
possibly be slight. 
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5. As soon as complication sets in, such as 
swelling in the region of the ear, above all on the 
mastoid process or on the neck (even without fluctua- 
tion), facialis paralysis (abducens paralysis is more 
rare), labyrinth symptoms, dizziness, sudden deaf- 
ness, meningitis (stiff neck), cerebral symptoms 
(paralysis, disturbances of speech). 

6. If an infectious disease is present at the same 
time or a disease of metabolism (diabetes), 


Ars, medici., Nov. 7, 1935, pp. 385—36. 


Glaucosan in Glaucoma 


Cart Hampurcer (British Journal of Ophthal- 
mology, August, 1935, p. 455) urges the use of levo- 
rotary adrenaline or ‘* Glaucosan’’ drops in the 
treatment of glaucoma with iritis. It has got a 
purely local effect by dilatation of the pupil which 
may best be maintained by atropine. Secondly, 
glaucoma is also an indication for glaucosan for its 
power of rupturing synechie. The drug is also valu- 
able for glaucoma cases unsuccessfully operated on or 
those operated on with transitory benefit. The 
author holds that many an operated glaucomatous 
eye has been spared another operation for months 
and years. 


OBSTETRICS & GYNAECOLOGY 


Pressure in Cutaneous Vessels in Preeclampsia 


D. Von Ratsz (Zentralblatt, fiir Gynakologic, 
Leipzig., p. 1635) studied the pressure of the cuta- 
neous vessels by means of Herzog’s apparatus in 156 
cases’ and made the following conclusions. (1) The 
pressure in the cutaneous vessels in healthy pregnant 
women is like that in the non-pregnant, 40 m.m. of 
Hg. being the average and 50 mm. being the maxi- 
mum. (2) The pressure of the cutaneous vessels of 
women who have only pregnancy oedema is less than 
normal, the greater the oedema the lower the pressure. 
(3) Even in apparently severe preeclamptic condi- 
tions, the pregnant or parturient woman remains free 
from eclamptic attacks if the pressure of the cuta- 
neous vessels does not exceed 50 mm. of Hg. (4) High 
pressure in the cutaneous vessels indicates that an 
eclamptic attack is threatening. He advises that all 
measures designed to prevent an eclamptic attack 
should be taken even in cases in which the pressure 
exceeds 50 mm. of Hg. The author points out also 
that quick termination of delivery alone is not sufli- 
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cient to prevent an eclamptie attack if the pressure in 
He stresses the 
This 


and 


the cutaneous vessels remains high. 
value of venesection as a preventive measure. 
first. The medicinal 


operative measures should be taken only if it fails to 


should be tried other 
reduce the abnormally high pressure in the cutaneous 


vessels. 


Infections of Urinary Tract Complicating 
Pregnancy 


Traut and Kuper (American Journal of Obste- 
tries and Gynecology, June, 1935, p. 826) studied the 
normal changes in the urinary tract during pregnancy 
ureters, and large 


and have found that the uterus, 


intestines all undergo an atonic change beginning 


from the early months of pregnaney «and persisting 
till the eighth month after which the changes slowly 
The the 


prevents the occurence of abortion but the same con- 


disappear. atonie condition — of uterus 


dition when occurring in ureter predisposes stagnation 


und formation of gradually increased amount of 


residual urine. This” residual urine, whether it is 


formed in the ureter, or kidney pelvis or bladder, is 
always a source of danger as it is likely to be infected 
and when it is once infected it becomes very difficult 


to be cured so long as the stagnation remains. 
Bacillus coli becomes the invading organism. fhe 


infection does not remain localised but may spread 
from the ureter to the pelvis of the kidney and thence 
to the peripelvie tissues surrounding large renal veins 
with a great possibility of infecting again the general 


blood stream. 


SYPHILIS AND DERMATOLOGY 


The Newer Concepts of Cardiovascular Syphilis 


F. A. Witurns (Journal, Tennessee. M.A. 27:494, 
19384) observes that cardiovascular syphilis oecurs at 
all ages but is predominant in the fifth and sixth 
deeades of life, the ratio of males to females affected 
being 5 to 1. It is essentially a disease of the aorta, 
the actual involvement of the cardiac muscles being 
relatively uncommon. Hypertrophy of the heart with 
failure resulting in death may occur but it is usually 
the result of primary changes in the aorta. 80 to 40%, 
of the aortie insufficiency is caused by syphilis. The 


coronary arteries themselves get seldom mvolved in 


syphilis, the lesion usually terminating at the point of 


origin of the arteries. Aneurism may occur in. the 
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ascending aorta, the areh, the thoracic aorta or the 
abdominal aorta and it may be fusiform or saccular. 
Gumimas of the heart muscle ure very rare. 


Internal Treatment of Syphilis with Stovarsol 

( Spirocid ) 

M. Opprennem (Wein Klin 
1934) used pentavalent 
arsenic by mouth in more than 2,000 cases and states 
that the drug is indicated (1) as a prophylactic for all 
exposed to syphilis, (2) in the treatment of gummas, 
particularly gummas of larynx and pharynx (case being 
taken to avoid Jarisch-Herxheimer reactions); (8) in 
the treatment of congenital syphilis of infants and 
(4) in the treatment of messaortitis and the different 


Wolnich., 47:1901, 


spirocid, a preparation of 


stages of syphilis of the liver; (5) in the treatment of 
eases in which salvarsan cannot or should not be given, 
c.g., eases in which there is hypersensitiveness to the 
drug or in which the veins are not in a condition for 
injection and in which there is a tendeney to throm- 
angioneurotie 


fluid 


bosis, heart lesions, aneurism or 


symptom-complex; (6) in cases with a spinal 


resistant to malaria and salvarsan. 


Treatment of Syphilis with Hilgermann’s 
Spirochaeta Pallida Vaccine 


L. Srrzer (Muchen Med. Wochnsche. 81:1967, 
1934) used Hilgermann’s Spirochweta Pallida vaecine 
in 58 eases of syphilis, 27 with neuro-syphilis, 4 with 
congenital syphilis, 15 with latent syphilis, 5 with 
cumma, | with late syphilis of the joints and 1 with 
early syphilis. The vaccine caused in most cases a 
distinct local reaction and this may be considered a 
good means of latent syphilis. He 
found very favourable results and sometimes marvel- 


demonstrating 


lous ones in eases of latent syphilis including some 


that proved completely refractory to treatment by 
arsenic or otherwise. The author holds that after 
immunisation with Hilgermann’s  vaecine ehemo- 


therapy is much more effective than before. 


Treatment of Juvenile Gonorrhceal Vaginitis 


T. K. Browne, 8. D. Soutr, and H. L. Kerner 
(Bull. Assoc. Méd. de Langue Franc de lV’ Amér, du 
Nord, April 1935, p. 252) report favourably on the 
use of pyridium in the treatment of cervico-vaginal 
gonorrheea in young girls. The authors prefer boro- 
glycerinated gelatin suppository, each contain'ng 0.16 
night and 


gm. of pyridium—one is inserted every 
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followed by a morning douche of 500 ¢.c. of a 1 in 
1.500 solution of pot. permanganate. The treatment 
should be continued for about 4 to 8 weeks. 


Treatment of Psoriasis 


Drs. Panja and Maptestone (Indian Medical 
Gazette, Calcutta, May 1935, p. 241) after cutting out 
a piece of tissue from psoriasis lesions made an emul- 
sion of it with physiological saline in the strength of 
10 mg. in 1 ¢.e. and used it as an injection in treating 
psoriasis. The first dose is 0.1 ¢.c. intradermally and 
the injection is repeated every 8rd or 4th day, the 
dose being increased by 0.1 to 0.2 ¢.c. up tu 1 c.e. 
When the dose reaches 0.5 ¢.c. it is given sub- 
cutaneously to avoid the pain of intradermal injection. 
A course of treatment consists of 10 to 12 injections 
and it may be necessary in some cases to repeat the 
course after a fortnight. They treated 28 cases with 
this method and the result of their treatment is a3 
follows:—4 cases were completely cured; 8 were 
almost cured, only a few minute spots remzining; 2 
cases were apparently cured but had relapses after 
* months and are having the second course of treat- 
ment with improvement; 3 cases had no benefit and 
one case had an aggravation after 2 injections. Both 
the autogenous filtrate as well as one from some other 
patient was found equally effective. 


Treatment of Acne and Seborrhcea with 


Acidol Pepsin 


Dr. M. A. Scnocn, Bern (Schweizar Med. Wschr. 
No. 27 and 29, 1935) holds that in about 75% of all 
the patients with acne and seborrhaa there is a 
disturbance in the formation of hydrochloric acid in 
the stomach usually in the form of hypoacidity or 
anacidity; others having hyper or normal acid values. 
These patients got well of their skin trouble where 
these gastric-juice disturbances were corrected by 
giving them one or two tablets of acido! pepsin 
(Bayer) before and after meals, of course, the local 
treatment was continued. With facial aene the 
authors got very good results with painting the skin 
with Klingnuller’s solution (Chloroform =98.0, 
aleohol absolute =1.0, Acid Cinnamylic =0.1—1.0). 


RADIOLOGY AND ELECTRO-THERAPEUTICS 


Diathermy in the Treatment of Pneumonia 


Harry E. Stewart (British J. Phys. Med. 
8:133, January 1934) describes the dose, the 
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apparatus and technic in the use of diathermy in the 
treatment of pneumonia. He believes that diathermy 
decreases the cyanosis and pleuritic pain, lessens the 
tenacity of the mucus and often lowers the tempera- 
ture. In his series of 1000 cases, the mortality rate 


was 11.9 against a general average mortality in the 


United States of America of about 28%. 


Hyper-pyrexia produced by Physical Agents 


The Council of Physical Therapy (Journal of 
American Medical Association, 108, 18082, 1934) on 
enquiry from 384 different sources found out that 
diathermy was used oftener than any other method 
in the treatment of disease by producing artificial 
fever, radiothermy coming next in order. The diseases 
so treated are (in order) dementia paralytica, 
multiple sclerosis, syphilis, chronie arthritis, asthma, 
tubes, gonorrhoea, gonorrheal arthritis, and circulatory 
disturbances. The Council states that advanced 
«ge (60 an arbitrary limit), cardiac or renal insuffi- 
ciency, rheumatic endocarditis, aortic aneurism, 
ewdvanced arteriosclerosis, pulmonary — tuberculosis, 
diabetes and late neglected neurosyphilis that has 
progressed to complete dementia should be regarded 
as absolute contraindications to this method of treat- 
ment. The Council holds that the treatment by 
hyperpyrexia is now established, but the best and the 
safest method is still not established. ‘The Council 
recommends treatment in well-equipped hospitals by 
people specially trained. 


Radium and Mesothorium in Treatment of 


** Non-malignant ’’ Hamorrhage 


H. Eymer (Zentralbl f. 'Gynak, May 25, 1935, 
p. 1202) treated 512 ‘ metropathice cases '--excessive 
hemorrhage in absence of gross disease mostly near 
or beyond menopause and 14 cases of myoma with 
intrauterine radium (or mesothorium), there being in 
his series no death and failures in only 12 cases. He 
prefers radium to X-rays as the former acts directly 
on the endometrium and causes less troublesome 
symptoms of artificial menopause. Contraindications 
to radium treatment are (1) any suspicion of local 
inflammation, (2) fever however slight, (3) in myoma- 
tous uterus of too long and irregular cavity, (4) general 
submucous myomata. The dose is 2000 to 8000 mg. 
hours with a brass filter of 1 mm. thick. Sero- 
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purulent, pink or brownish discharge often follows 


and lasts for some weeks. 


PATHOLOGY AND BACTERIOLOGY 


Histopathology of Nervous System in Malarial Coma 


A. SwatineEanu, 8S. Nico_av, and G. Batmvus 
(Arch, Roumaines Path. Experim, ect Microbiol. 


Paris, 1935, March, Vol. 8, No. 1, p. 5—48) give a 
of the work which has been 
published especially as regards Durck’s 
They then describe very fully their own findings in 
The paper is illustrat- 
ed with a number of They found an 
acute polynuclear inflammation of the meninges with 
some cedema of the membranes, swelling of the nerve 
granules; glial 


comprehensive view 


nodules. 


a fatal case of malarial coma. 
drawings. 


cells with chromatolysis of Nissel’s 
proliferation; a parenchymatous mononuclear infiltra- 
tion, which sometimes gave rise to nodules; vascular 
lesions such as thrombosis, hemorrhage, and inflam- 
mation within and the malarial 
pigment in the connective tissue cells, endothelium, 
meninges, ete. Malarial pigments were not found 
within the but the authors describe a 
“brown pigment’? which was very abundant there, 
especially in the nerve cells where it sometimes 
obscured their structure completely. The 
pigment contains no iron, was not doubly refractive 
like malaria pigment and was neither a carotine nor 
a chromolipoid. Lesions in the peripheral nervous 
system were most marked in the spinal and plexiform 
In the nerve-roots and in the nerves them- 
selves interstitial inflammation and __ perivascular 
changes were present. 


around vessels; 


neurones, 


brown 


ganglia. 


Summary. Tropical Diseases Bulletin Oct. 1985, 
Vol. 82, No. 10, p. 741. 


Lesions of Liver and Diabetic Coma 


Lapse and his co-workers (Presse Medicale, 
Paris, July 6, 1935 p. 1105) report on the post- 
mortem findings of the liver in 4 fatal cases of insulin 
resistant diabetic coma. In_ kidney only _ slight 


affection of the glomeruli was found. The liver 
changes were marked in the shape of (1) increase of 
volume, (2) disappearance of the lobular structure, 
(3) fatty infiltration in two cases and spongy aspect 
in the other -two, nuclei being often absent or poorly 
stained. 


The author holds that the renal and hepatic 
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insufficiency is the cause of insulin resistance and 


high mortality in such cases of diabetic coma. 


Methylene Blue Reaction of Bilirubin—A Simple 
Test for Practice 


Dr. Jakop Seme (Ars. Medici., No 5, May, 1935, 
p. 206) gives the test as follows:—To 5 c¢.c. of urine 
add a drop of 2% of aqueous solution of methylene 
blue. When bilirubin is present even in minimal 
quantities the urine takes an intense 
otherwise it becomes dark-blue. If one continues to 
drop m.b. into the urine the green color changes 
first to bluish green and then to blue. The more 
bilirubin there is in the urine the greater the number 
of drops required to bring about the change in color. 
Approximately 2 drops of the reagent indicates 0.1% 
of bilirubin. The reaction is strongly positive, in 
cases of disease of the liver with jaundice (icterus 
catarrhalis, carcinoma of the liver, cirrhosis, lues of 
the liver); with extreme stasis as a result of insuffi- 
ciency of circulation. The becomes weak 
with slight stasis in the liver, cholecystitis, cholele- 
thiasis, pernicious and sometimes with 
malaria, leukemia, and feverish affections. The test 
‘annot be performed when there is blood or medica- 


green color; 


reaction 


anemia 


ments of enthrachinon series in the urine. 


PEDIATRICS 
Diphtheritic Myocarditis 


A. Hoyne and N. T. WEtForp ( Journ. of Pediat. 
1934, V. p. 642) treated 4671 cases of diphtheria in 
In 496, or 10.6%, myocarditis was diag- 
nosed. The average mortality of the myocarditis 
cases was 62%, varying from 42—74%, compared 
with a mortality of 11.6 among the whole 4671 cases. 
250 of the 496 myocarditis cases were males, with a 
mortality of 67%, and 246 were females, with a 
mortality of 55%. Only 5% of the myocarditis cases 
were Negroes. The younger the child the higher the 
mortality. At 1—5 the percentage of fatalities was 
75%, a8 compared with 43% over 15 years. 
Mortality is least in those cases in which the 
membrane is confined to the tonsils, and most in 
those in whom the nose and pharynx are involved. 
79%, of the myocarditis deaths occurred within the 
first two weeks of the disease. Abdominal pain is 
the first symptom, and if accompanied by vomiting, 
death is probable. Restlessness is a bad sign. 
Bradyeardia is usual when myocarditis occurs, and 


5 years. 
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the slower the pulse the worse the. prognosis. 
Albuminuria, hepatomegaly and cervical adenitis are 
signs of grave prognostic importance. A softening of 
the first heart-sound in the mitral area is the first 
sign of myocarditis. Extra-systoles are common. A 
systolic murmur was noted in 25%. Low blood- 
pressure readings were obtained in all severe cases, 
the lowest systolic blood-pressure being 44 for the 
causes that recovered. <A diastolic pressure as low as 

The urine was examined in 
Albumin was present in 262 cases, in 
52% of those who recovered and in 84% of those 
who died. It usually occurred in large amount. Blood 
The heart 

Hemor- 
rhages, varying in size from a pin-point to a pin’s 


0 was not infrequent. 
592 cases. 


and casts were only found occasionally. 
muscle was soft, translucent and friable. 
head, were scattered throughout myocardium and 
Hepatomegaly was marked. ‘The 

intensely showed 


pericardium. 
pancreas was congested and 


petechial hemorrhages. Hemorrhages into — the 
suprarenals were found in more than half the cases. 
Epinephrine and — eaffeine-sodium-benzoate — were 
administered in half the cases, but the results were 
not so good as in those treated by absolute rest, good 
food and nursing. Huge doses of antitoxin up to 
200,000—300,000 have not decreased mortality, nor 
does the combination of antitoxin with anti-strepto- 
coccus serum give better results. Tonsillar diphtheria 
received 10—20,000 units, 20—40,000 
units, and severely toxine cases 10,000 units intra- 
venously and 40,000 intramuscularly. 112 severe 
cases of myocarditis were treated by 10% solution of 
glucose in children by intramuscular injection. The 
amount of each injection varied frorn 100 to 200 e.c. 


nasal cases 


The number of injections varied from 2 to 9. A 
steady pulse became stronger, and the systolic blood- 
pressure rose from 5—10 c.c. Hg. 55  blood-sugar 
determinations were made in 29. 11 of these showed 
a fasting blood-sugar above 120 mgrm., und the 
remaining 18 were within normal limits. After 
injection there was an average increase of 40% in the 
blood-sugar, which persisted for several hours, indicat- 
ing inability to deal with dextrose owing to pancreatic 
damage. 

(The British Journal of Children’s Diseases, 
April—June, 1935, pp. 147—48 ). 


Rheumatic Heart Disease in Childhood 


J. C. Banersen (Indian Journal of Pediatrics, 
October 1935, p. 279—299) summarises his observa- 
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tions based on an analytical study of 25 cases of 
rheumatic heart disease in childhood found amongst 
85 cases of cardiac rheumatism in a series of 256 
consecutive cardiac cases seen in hospital and private 
practice, 

1. Rheumatic infection was found to play an 
important role in the causation of heart disease in 
India. 


heart disease in my series had a rheumatic etiology. 


About one-third (33.2%) of all cases of organic 


2. Twenty-two out of 25 cases (88%) were found 
to belong to the poorer classes. 


8. The curve of age incidence for rheumatic 
heart disease began at 4—6 years, rose to its peak at 
10—12 years, and then declined at 13—15_ years. 
In sex incidence there was a marked preponderance 
of males over females. A familial incidence was 
observed in 24% of the cases. 

4. Close enquiry revealed a history of one or 
more attacks of swollen or painful joints of a mild 
or severe type with or without fever occurring some- 
time or other in course of the evolution of rheumatic 
A history 


of tonsillitis or sorethroat was present in 32%, cases. 


heart disease in 19 out of 25 cases (76%). 
5. Chorea was not seen in any of the cases 
presented here. 
6. Subcutaneous nodules are probably not so 
rare as one is apt to believe. They were present in 
2 cases out of 25 cases (8%). 


7. Active rheumatic condition was present in 3 
pases (12%), 


incompetence in 2 (8%); mitral stenosis combined 


mitral stenosis in 15 (60%), aortic 


with aortic incompetence in 8 (12%). In one case a 
tentative diagnosis of aortic stenosis was made in 
addition to aortic incompetence and mitral stenosis. 


8. Most of the cases 52%, came under observa- 
tion with moderate or marked cardiac enlargement 
associated with symptom and signs of congestive 
failure. 

9. Relapses were found to occur in 40% of cases 


as compared with 70% in the West. 


10. In treatment absolute rest in bed was 
considered to be most essential. 
doses (grs. xx to xxx) thrice daily with double the 
dose of sodi bicarb were found to be successful in 
febrile 


Salicylates in large 


relieving joint pains and in reducing the 
attacks. Digitalis with ammon chloride was found to 


be of great value in cases of congestive failure. The 
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sedimentation rate of the erythrocytes was considered 
to be much helpful in deciding how long a rheumatic 
heart case should be kept under strict bed rest. 
11. The mortality of the cases in my series was 
4%, in 2 years and 24% in 10 years from the onset of 


the illness. 


Author's summary. 


Clinical Manifestations of Calcium Deficiency 
in Infancy and Childhood 


Haroup T. Nessrr (American Journal of Diseases 
of Children Vol. 49, No. 6, June 1935) after analys- 
ing 36 cases portrays the following svpmtom complex 
as manifestation of calcium deficiency : 


‘* Hypertonia, restlessness, excessive erying, 
retraction of head, irregular respiration, broncho- 


spasm, pyloro-spasm, entero-spasm, convulsion and 
cyanotic spells occurring during infancy and often 


described as status thymicolymphatie or vagotonia. 
The syndrome may be manifested in the run-about 
period by continued hypertonia, sleeplessness, extreme 
restlessness, both mental and physical and oeccasional- 
ly convulsions occurring spontaneously or accompany- 
ing an acute illness and in the older child by hyper- 
tonicity together with other symptoms of increased 
instability, in- 


neuromuscular irritability, emotional 


corrigibility and the syndrome of chorea.”’ 


It has been observed that in each of the instances 
following 


certain prompt relief was effected by 

calecium-therapy—the measures which — improve 
salcium metabolism, viz. the administration of 
vitamin D,  ultraviolet-ray, acid milks, calcium 


gluconate, and parathyroid hormone, 
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Surgical Emphysema as Complication of Measles 


A. Massey and H. L. Otpersnaw (Brilish 
Medical Journal, 1933, 1, p. 61) describes a case of 


measles in a boy of 7 with bronchopneumonia and 
surgical emphysema in both supraclavicular and 


infraclavicular regions as complications. The emphy- 
sema extended in the next four days to face, neck, 
the whole of the chestwall, the abdominal wall, and 
the scrotum, the arms and forearms. On the 12th 
day the escape of the air into the tissues was so 
great as to impede respiration and the child 
marked cyanosis. Hight later improvement 
began and bronchopneumonia began to get resolved. 
The authors suggest that the condition was due to 


got 


days 


breaking down of a pneumonic patch involving 
adherent visceral and parietal pleura’ thus allowing 


the air to via mediastinum and superior 


aperture of the thorax to the subcutaneous tissues. 


escape 


Thallium Acetate in the Treatment of Ringworm 
of Children 


P. Jimpano and G. Casrorimna (La 
1934, XLII, p. 485) analysed 48 cases of 
with ringworm, 80 being treated with thallium alone 
and 18 with w half dose of X-ray and half dose of 
thallium and found more constant and 
results with thallium treatment alone than with the 
mixed treatment. 


Pediatric, 


children 


permanent 


A Maternal Diet without Chloride in the Treatment 
of Exudative Skin Eruptions in Infants 

V. Sacco (La Pediatric, 19384, XLII, p. 1434) 

treated 8 cases of exudative skin eruptions in infants 

ut the breast by a chloride free diet of the mother 

and found the results very favourable, the recovery 

being very rapid and often complete. 

















CONTROL OF DRUGS IN INDIA 


The need for Central Legislation for the effective control of drugs in 
India was emphasised by Lt.-Col. R. N: Chopra, C.1.£., 1.M.S., Acting 
Director, School of Tropical Medicine, Calcutta, in his address on the subject 
of ‘ drug adulteration and spurious drugs in India,’’ at the Rotary Club on 
November 5 last. Lt.-Col. Chopra also suggested the establishment of a 
well-equipped central laboratory to collect and test drugs. 


It was time that something definite was done to eradicate the growing 
menace of adulteration of drugs in India, said Rotarian D. J. Horn, President, 
in winding up the proceedings of the meeting. 


A number of eminent doctors were present at the meeting including 
Lt.-Col. E. H. Vere Hodge, Lt.-Col. D. P. Goil and Dr. R. B. Khambata. 


The following is the original text of Lt.-Col. Chopra’s address :— 


DRUG ADULTERATION AND SPURIOUS 
DRUGS IN INDIA 


INTRODUCTION 


That the market in India was being flooded 
by unscrupulous traders with drugs and chemicals 
of defective strength and impure quality and 
und that potent remedies, such as sera and vaccines 
were being freely sold to the public without their 
quality being tested, was pointed out in the Council 
of State as early as 1927 by the Hon’ble Sir Haroon 
Jaffar. He characterised the practice as a_ great 
menace to the public health and called for the prompt 
institution of efficient safeguards to ensure the 
quality and authenticity of medicinal preparations 
offered for sale to the public. The discussion that 
followed showed an appalling state of affairs and the 
Council recommended to the Government of India to 
urge all Provincial Governments to take such steps 
as may be necessary to control this state of affairs. 
In the Legislative Assembly Col. Sir Henry Gidney 
stressed the fact that India was par excellence the 
dumping ground for every variety of quack medicines 
end adulterated drugs manufactured in all parts of 
the world and that her markets were glutted with 
useless and deleterious drugs sold by unqualified 
chemists, who were themselves a public danger. He 
pleaded strongly for the immediate introduction of 
effective legislation to eradicate the existing evil. 
The commercial community were also alive to the fact 
that a large number of chemists and druggists stock- 


~ 


v 


ed drugs of inferior quality for sale and that this had 
udversely affected the pharmaceutical industry in the 
country. Public opinion . expressed itself in no un- 
certain terms and medical and scientific journals took 
up the question. The Indian Medical Gazette des- 
cribed India as ‘‘a land of quacks, quack traders and 
quack medicines.” ‘The leading newspapers like the 
Statesman vigorously championed the need for 
legislative interference to protect the masses from the 
perils of the situation. In response to this volume of 
opinion, the Government of India appointed a small 
ad hoc Committee to explore and define the scope of 
the problem with reference to actualities and to make 
recommendation. Of this committee T was appointed 
the Chairman and I, therefore, had the opportunity 
of coming intimately in contact with the problem as 
it existed all over India, and received a large mass 
of varied and voluminous evidence, both written and 
oral. It heard a wide range of opinion on both the 
medical and the commercial side of the problem. 
All aspects of the question were carefully and 
systematically considered. The committee found 
that the situation as described in the Council of State 
and the Legislative Assembly was not in the least 
bit exaggerated; in fact, it was even worse and called 
for stringent measures to cope with it. It is nearly 
four years since the Committee completed its labours 
und made its report. On account of financial 
stringency it has not been possible for any action to 
be taken and the position has not improved. It 
would, in fact, appear from various reports that have 
been published in the press from time to time iv 
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different provinces that things have gone from bad to 
In Bombay, spurious drugs with counterfeit 
labels having the names of well-known firms have 
been seized recently (February 1935), the 
Committee of the Bombay Cheinists and Druggists’ 
Association has passed and forwarded to the Govern- 
ment a resolution of apprehension and great alarm on 
the ever-increasing menace of adulteration of drugs 
prevalent in the country and of the frauds committed 
unscrupulous dealers and 


worse. 


und 


on the general publie by 
fakers, to the detriment of the health of the publie. 
Government of 
the United 
doubt. that 
T can say 


A similar resolution reached the 
Tndia important body in 
Provinces last and there is no 


from an 
August 
situation all over the country is the same. 
from personal knowledge of Caleutta, which is one of 
the biggest drug trading and manufacturing centre in 
India, that the state of affairs is the 
extreme and manufacturers of standard products are 
suffering heavy losses. 1 tell briefly 
how different classes of drugs are affected. 


chaotic in 


will now you 


Toe Quauity or Drugs AND CHEMICALS 


ON THE MARKET IN INDIA. 


Firstly, I will explain the extent to which the 
drugs and chemicals of the British Pharmacopoeia 
which are of impure quality or of defective strength 
ure imported, manufactured or sold in India. This 
is the central problem as this group of drugs is the 
largest in use. There is unfortunately no room for 
doubt that in regard to adulteration, deterioration or 
tampering with the quality and strength of drugs, 
very little distinction could be made between import- 
ed and logally manufactured medicinal preparations. 
It is well-known that firms abroad manufacture drugs 
specially for the Indian market and in the absence 
of control on the quality of drugs manufactured for 
export, these countries are able to undersell the local 
manufacturer of drugs. The dumping of inferior 
quality of drugs has its repereussion on the quality 
of drugs manufactured in India in that the quality 
is deteriorated to keep pace with the competitive 
A class of manufacturer 
sell 
products. 


rates of the dumped goods. 
has thus arisen make and 
inactive 


who inferior and 


sometimes absolutely. Having 
regard to the seriousness and far-reaching character 
of the problem, the Enquiry Committee 
collected a large number of samples at random from 
different provinces and I subjected them to a careful 


It was definitely 


Drugs 


analysis in my own laboratory. 
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proved that not only was adulteration common, but 
many firms sell packages which are considerably 
under strength and under-weight. A perusal of the 
report of the Committee will show what a_ large 
number of preparations are involved. The medicinal 
preparations were found considerably below strength 
und instances were met where quinine was entirely 
omitted from quinine tablets.’ 


This state of affairs is in no way altered since 
and there is no doubt whatever that the drugs on the 
Indian market at the present time are not above 
reproach and many of them are of impure 
end defective strength. I can say from 


quality 
personal 


knowledge that the traffic in such drugs at the 
present time is extensive and indiscriminate and the 
statements which have recently appeared in the 


press are in no way undeserved and exaggerated. 


The second large groups of drugs are those which 
are not officially recognised by the British Pharma- 


cop@ia but are known and approved medicines and 


are largely used. The extent to which such drugs 
of impure quality and _ insufficient strength are 


indiscriminately manufactured, sold or imported is 
the same as that of the Pharmacopeial drugs. The 
groups of biological products include sera, vaccines, 
animal glands, hormones, ete., 


preparations from 


besides these there are complicated organo-metallic 
compounds containing arsenic, antimony, ete. Those 
imported into the country are frequently made by 
reliable firms of manufacturers having an established 
reputation. The and defective 
storage, however, may produce rapid deterioration in 
their potency and it is well-known that many of the 


climatic conditions 


retail sellers have not proper arrangements for storage 


of these products. Some of the importers do not 


hesitate to descend to the vile practice of getting 


hold of time-expired biological products from the 
Kuropean markets and importing them into India 


and selling them to the dealers at a very cheap rate. 


As regards those manufactured in this country, 
very few of the firms in India the personnel 
and equipment to produce these products and there- 
many of the are not up to 
Unfortunately complicated compounds of 


have 
fore preparations 
standard. 
arsenic and antimony can be manufactured in India 
who may choose to do so and _ these 
the 


being 


by anyone 
potent compounds are being actually 
their and 

Their standardisation is at present 


put on 


market without toxicity strength 


properly tested. 
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left entirely to private enterprise and to manufae- 
turers and each imaker is free to adopt his own 
conception of adequate standardisation; there is no 
check whatever by the State. In other countries the 
toxicity of each batch of such complicated and potent 
preparations has to be carefully tested before they are 
allowed to be sold to the public. 
granted to any firm until the licensing authority is 


No license is 


satisfied that the personnel and equipment of the 
firm is qualitatively and quantitatively efficient for 
purposes for which license is sought. In addition to 
this licensing system, samples of finished products 
are tested by the laboratories under State control. 
While in other countries careful watch is kept over 
these potent compounds the Indian public is entirely 
unprotected. The position indeed is discreditable to 
the country and is a source of great danger to the 
public. I have recently tested some of these 
compounds whose toxicity is high and yet they are 
being sold to the public, one shudders to think with 
what consequences. 

The third group of drugs we are concerned with 
are the patent and proprietory medicines. The 
Indian market is inundated with —proprietory 
and secret medicines both imported and of Indian 
origin, and their sale is increasing by leaps and 
bounds. The public in India consume them vora- 
ciously on aecount of the ingenious propaganda, 
clever and alluring advertisement of their supposed 
virtues. The credulity and gullibility of the masses, 
especially when ‘certain cures’ are assured in utterly 
hopeless cases, can well be imagined. Perusal of 
advertisements of ‘cures’ produces a great effect on 
the patients who have tried treatment by medical 
men without success. The promise of cure, the 
force of argument advanced to guarantee it and the 
certificates of persons said to have been cured (who 
often do not exist at all) which are all set out in the 
advertisements make «a deep impression. There is 
no doubt that while there are useful preparations 
among these, there are also positively injurious and 
fraudulent combinations and on account of the lack 
of any State control in this country, their number is 


quite large. 


WHAT ARE THE RESULTS OF DRUG ADULTERATION ? 


The substitution of genuine medicinal products by 
rubbish has now reached a very serious stage and its 
results can be easily imagined. In the case of 
pharmacoperial drugs the patients to whom these drugs 
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are prescribed will not naturally benefit by them. In 
diseases such as pneumonia, diphtheria, etc., it may 
make all the difference to the life of the patient 
whether he is getting «a drug of proper strength or 
an adulterated or useless preparation. In case of 


complicated organo-metallie compounds if they are 


not properly prepared and tested and in a state of 


absolute purity, their use will be positively danger- 
ous and fatalities may occur. In the case of bio- 
logical products, inealeulable harm may follow the 
use of products which are improperly prepared or 
stored. The injection of faked insulin on the market 
in cases of diabetic coma may lead to the death of 
the patient. The Medical Research Council in 
England have described the absence of control over 
these products to be “‘ a source of grave danger to 
the country.’’ As regards the misery, breakdown in 
health and mortality that might follow the use of 
some of the patent and proprietory and secret 
medicines cannot possibly be over-estimated. Much 
harm may result from the use of such medicines in 
negative as well as positive ways. A_ patent 
medicine might be injurious and cause direct harm 
us some of the constituents may be positively 
dangerous in absence of control. Some medicines 
might have the effect of masking early symptoms of 
serious and grave disease and assuaging them for a 
short period, result in delaying scientific diagnosis 
und treatment. Much valuable time may thus be 
wasted and investigation delayed until it is too late 
to do anything. It is for this reason that rigid 
control is exercised in many countries over extra- 
ragant claims made in advertisements and the law 
prohibits statements which are untrue, deceptive or 
misleading. 
Tne ReMepy 


How can the present unsatisfactory position be 
remedied. The Drugs Enquiry Committee has gone 
very carefully into the whole question and worked out 
a scheme by which control can be exercised on the 
medicinal preparations. This scheme has been 
generally accepted as being sound and effective. The 
essential parts of the scheme are firstly legislation 
vend secondly machinery to collect and test drugs. 

So far as the existing legislation is concerned, 
there is no enactment in the Indian legislature which 
aims directly at the prevention of adluteration or 
which ensures conformity to proper standards of 
purity and strength. Certain sections in the Indian 


Penal Code, the Indian Merchandise Marks Act (1889) 
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and the Sea Custom contain some provisions bearing 
on it, but in actual practice they are difficult of 
The result is that mere adulteration of 
itself, prohibited in British India 
by enactinent. Nor is the sale of a drug of insuffi- 
cient strength or improper standard punishable except 
fraud.’ 


application, 
drugs is not, by 


on the basis of ‘“ misrepresentation ’’ and 
These expressions are vague and are of inconclusive 
import. The baneful adulteration — or 
defective strength of drugs may be slow and gradual 


The non-existence of 


results of 


in making themselves evident. 
fixed standards or methods of analysis, the absence 
of uny precise definition of adulteration, the want of 
skilled experts and of we!l equipped Jaboratories, the 
difficulty of proof and the faet that intention or 
knowledge is the essence of these offences, as well us 
render the 
provisions ineffective in actual practice. The Calcutta 
Municipal Act of 1923 and Bengal Municipal Act of 
1932 deal with food and drugs in a fairly compre- 
hensive manner; the former defines the expressions 
“‘adulterated”’ and ‘‘misbranded’’ in relation to foods 
und drugs, but unfortunately there is no machinery 
Most of the other provinces have 
some sort of legislation. For proper control of drugs, 
however, there should be central legislation for the 
country as a whole, because that is the only way in 
which effectiveness and uniformity of control through- 
This part of the 
expense and 


cheating, complicate the situation and 


to work these. 


out India ean be brought about. 
scheme does not need any monetory 


could be proceeded with at once. 


The machinery to test medicinal preparations 
consists of a well-equipped central ‘aboratcry with 
competent staff of experts in various branches as well 
as Provincial laboratories working under the guidance 
of the central laboratory. The provision for control 
includes the appointment of inspectors, who will be 
appointed by local governments to pick up specimens 
them to be laboratories for 


and send provincial 


testing. It will thus be seen that in any scheme of 
control, the Central Government as well as the 
Provincial Governments must take part. This 


portion of the scheme is bound to cost money in the 
beginning though later on a good deal of revenue 
will be obtained. On account of financial stringency 
funds have not been forthcoming, with the result that 
we are now in the same position as regards the 
control of drugs as we ever were. 

In all fairness to the Central 
Yovernments it may be said that the problem in 


and Provincia! 
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India is not so simple as it looks. The profession of 
pharmacy is still unorganised in India and _ the 
question of the purity of drugs and the profession of 


pharmacy are inter-dependent. The important part 
which the pharmacists play in relation to drugs 


needs no special emphasis. They are the custodians 
They prepare, compound and seil them, 
the purity of the 


ensure efficiency in 


of drugs. 
and on their efficiency depends 
drugs dealt with by them. To 
discharge of duties and to guarantee that the drugs 
and medicines compounded, prepared, dispensed or 
sold are of proper strength and quality, it is essential 
that the pharmacists should be properly tramed and 
control. An untrained person cannot appre- 
the value of scrupulous accuracy and the 
and strength of medicinal 
preparations. In parts of India at present 
anybody can compound and sell medicines. My 
Committee worked out a scheme for organisation of 
those who practise it as a part of drug control. This 
is the only thing which will make them realise their 
responsibility, and thus help towards the disappear- 
anee of adulterated and spurious drugs. 


under 
ciate 
importance of purity 
most 


Another problem which complicates matters in 
this country is the practice of the Indian systems of 


medicine and the drugs used by them. A very large 


proportion of the population, particularly in the 
villages and small towns resort to the indigenous 


system of treatment and there is no doubt that many 
of the crude drugs as as the compounded 
medicines offered for sale to the public are adulterated 
and of poor quality. Many of the practilioners in 
these systems use potent and toxic substances over 
has been 


well 


which control is absolutely essential. It 
urged that if any legislation is undertaken for insuring 
the purity of drugs, it should not be confined to 
drugs used by a small section of the population, 
namely those resorting to the western system of 
treatment only and one may be disposed to argue 
that legislation which aims at disposing the drugs 
used by western system only will be truncated and 
lack in completeness or perfection. In the absence 
of standards, however, these drugs cannot be treated 
on the same lines as drugs and chemicals recognised 
by the British Pharmacopeia and other western 
preparations. The only possible way is to keep the 
drugs and preparations of the indigenous system 
separate at present yet another difficulty is the 
existence of foreign territories and Indian States in 


close proximity to the Provinces. 
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Such is the problem of adulteration of drugs and 
its control with which we are faced in this country. 
The problem is undoubtedly a difficult one, but a 
remedy must be found to rectify the present state of 
affairs. Although public health is essentially a pro- 
vineial subject, food and drugs have not attracted 
the attention of local legislators to the extent they 
Drugs have fared worse than foods in this 
I have already emphasized that no system 


deserve. 
respect. 
of control in which the Provincial Governments do 
not take their due share along with the Central 
Both must do their 


bit. An editorial in the Statesman recently under the 


Government will be workable. 


title of ** Keeping a nation fit ’’ reviewed the report 
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of the 


control of drugs 


British Ministry of Health of which the 
forms a very important part. It 
pointed out that expenditure on public heulth is a 
Jong term investment and that purity of food and 
drugs is the first line of attack in the unceasing war 


against disease and epidemics. Those who have the 


control of the purse in this country should follow 
the lead given by Britain who has invested large 


sums of money on public health matters and is 
ulready receiving the dividend on the long-term 


investment. The Indian statesman will, we hope, 


view this problem with the same breadth of vision 


as statesman in other civilised countries. 


The Amrita Bazar Patrika comments thus on 
Col. Chopra’s address in the editorial columns. 
teferring to the progress made by the Indian 
drug industry Major Ranjit Singh, who presided at 
P. Medical Conference at 


valuable enterprise in this 


a recent session of the U, 
Cawnpore, said: ‘‘A 
direction has luckily been made by our brethren in 
Bengal and I take this opportunity of sendmg my 
greetings on your behalf to the Bengal Chemical and 
Pharmaceutical Works and the Bengal Immunity 
Works who have now relieved us of the obligation of 
supply only. This, 

What is required 


having to fall back on foreign 

however, is a drop in the ocean. 
is that every province should have a well-organised 
institution run more or less on the lines of the Bengal 
Chemical Works and the Bengal Immunity Works.” 
The tribute paid by Major Ranjit Singh to these well- 
known Bengal organisations is well-deserved but it is 
necessary to mention in this connection that the 
reputation of these and some other indigenous 
pharmaceutical works is being constantly tarnished 
by hundred: of unserupulous firms who are either 
importing, manufacturing or selling highly adulterated 
drugs to the unwary public with impunity. That 
such a practice has definitely become a_ grave 
menace to the national health of the country was 
strongly emphasised by Lt.-Col. R. N. Chopra, Acting 
Director of the School of Tropical Medicine, in his 
address to the Caleutta Rotarians on Tuesday the 
fth November. ‘“‘In case of complicated 
metallic compounds,”’ said Col. Chopra, “if they are 


state 


organo- 


not properly prepared and tested and in a 
of absolute purity, their use would be positively 
dangerous and even fatalities may occur. In case of 
biological produets, inealeulable harm may follow the 


use of products which are improperly prepared or 


stored. The injection of faked insulin on the market 
in cases of diabetic coma may lead to the death of 
the patient. . . . The misery, breakdown in 
health and mortality that might follow the use of 
secret 


some of the patent and proprietary and 


medicines cannot possibly be over-estimated.’’ It 
should be borne in mind that these observations 
have been made by one who was the Chairman of 
the Drugs Enquiry Committee of 1930-31 and whose 
knowledge of the subject is unquestioned. He also 
pointed out in course of his address that impure and 
adulterated drugs were not only manufactured in 
India by ill-trained pharmacists and boosted up by 


“se 


unsolicited ’’ testimonials but were imported in 


large quantities from foreign countries. ‘‘ It is well- 
known,’’ he said, ‘‘ that firms abroad manufactured 
drugs specially for the Indian market and in the 
manu- 


absence of control on the quality of drugs 


factured for export, these countries are able to 
undersell the local manufacturer of drugs.’’ — Sir 
Henry Gidney went so far as to say in the Legisla- 
tive Asseinbly in 1928 that ‘* India was par ercellence 
the dumping ground for every variety of quack 


medicines and adulterated drugs manufactured in 


all parts of the world and that her markets were 
glutted with useless and deleterious drugs sold by 
unqualified chemists who were themselves a_ public 
danger.’’ The state of affairs has not improved 
since then; on the contrary, the situation has become 
definitely 


spurious drugs but because of the fact that the 


alarming, not only because of these 


existing legislation on the subject is inadequate to 


check the evil. Certain sections of the Indian Penal 


Code, the Indian Merchandise Marks Act and the Sea 
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Customs Act no doubt contain some provisions 
bearing on it but as Col. Chopra pointed out, in 


actual practice they are difficult of application. Bui 


the learned speaker at the Rotary Club did not 
consider that the situation created by adulterated 
drugs in the country was beyond repair. He 


suggested remedies exactly along the lines of the 
Drugs Enquiry Committee over which he presided 
und which made a most thorough inquiry into the 


problem. The suggestion in brief is that compre- 
hensive legislation for the proper control of drugs 
should be enacted and that a Central Laboratory 


should be established with branches in the provinces 


to test medicinal preparations. He also suggested 
that as pharmacists play an imporiant role in relation 
the 


thoroughly organised and that pharmacists should be 


to drugs, profession of pharmacy should be 


properly trained and controlled. 


Adulteration of drugs is not the monopoly of 
the West 
facture faked drugs. Reviewing the annual report of 
the British Ministry of Health for 1984-35, our local 


issue 


India. Advanced countries in also manu- 


Anglo-Indian contemporary wrote in a_ recent 


that during the year under report ‘‘public analysts 
examined 140,000 samples, 
7000 were found wanting.’’ But the point worth 


noting is that whereas in England or for the matter 


some out of which 


of that in other advanced country there are 


the 
strict 


uny 


udequate provisions for testing quality of 


medicinal preparations and measures to 
prevent the sale or manufacture of impure drugs, in 


India there is nothing of the kind. 


Let it not be imagined that the demand for the 
control of drugs in this country is of recent origin. 
Right, vears ago, to be precise, on the 9th March. 
1927, the Hon'ble Sir Haroon Jaffer moved a resolu- 


tion in the Council of State ‘‘ recommending — to 
the Governor-General-in-Council to take immediate 


measures to control the eraze for medicinal drugs 
by legislation for standardisation of the preparation 
and sale of such drugs.’’ As a result of the debate 
that followed, the Council of State eventually adopted 
the following Resolution : 


Governor- 


The Council recommends to the 
General-in-Council to urge all Provincial Govern- 
ments to take such steps as may be necessary to 
control the indiscriminate use of medicinal drugs 
and to.legislate for the standardization of 
preparation and for the sale of such drugs. 


the 


CHOPRA 


JOURNAL 
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The solicitude of the Government of India in this 
regard and the expedition with which they implemen- 
ted the above Resolution will be apparent from the 
following facts. Exact'y two vears after the above 
Resolution had been passed by the Council of State, 
that is in March, 1929, they addressed a letter to the 


se 


Provincial Governments explaining the nature of 


the problem of drug control end inviting their views 


on the suggestion of appointing a small ad hoc 


Committee to explore and define the scope of the 


problem with reference to actualities and to make 
the 


arrive at a 


measures which were 
necessary to satisfactory 
Another one year and a half rolled by and on August 
11, 1930, the Government of India issued a Resolu- 
tion announcing the appointment of the 
Committee, its personnel and the terms of reference 
to it. The Committee began its work on the Ist of 
October, 1930, and submitted its Report in March, 
1931, after investigating the problem with remarkable 
outlined a 


recommendations as to 
solution.’’ 


aforesaid 


thoroughness. The Committee scheme 
for the control of drugs and made eminently helpful 
recommendations to which reference has already been 
made in the foregoing lines. The Committee stressed 
‘‘ the need for energetic action on fhe part of the 
Government” and added in covelusion: ‘Our scheme 
is the best that we can offer under the peculiar con- 
ditions of the country and we have only to add that 
it may be given a fair trial—taken and worked as a 
whole.’’ But, as is the lot of many such Committees 
appointed at the expense of the tax-payer, the Drug 
Inquiry Committee’s recommendations went unheed- 
ced. More than four years later, in September this 
year, the Council of State adopted a resolution of Sir 
Nasarvanji Choksy, «as amended by Sir Pheroze 
Sethna, urging the Government to give early effect to 
the conclusions of the Drugs Enquiry Committee. 
But the pity is that the Governmental machinery yet 
Lack of funds is their 
matters 
concerning national well-being and prosperity. But 


has lack of funds ever stood in the way of their giving 


shows no indication of moving. 


handy plea as it has often been in many 


effect to many pet projects of their own? So far as 
legislation is concerned, it surely does not cost any- 
thing and we see no reason why it should not be 
enacted lines by the Drugs 


along the suggested 


Enquiry Committee. And as regards the establish- 
ment of a Central Laboratory and its branches in the 
provinces, no cost should be considered too high. for 


the purpose, in view of the gravity of the problem 
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with which we are faced. But Government have got 
something more to do besides enacting measures for 
testing medicinal preparations and preventing the sale 
and manufacture of spurious drugs. It is their duty, 
as it is the duty of all civilized Governments, to 
encourage the Indian drug industry, in which Benga! 
lias happily led the way, so that India may before 
long be completely self-sufficient with regard to her 
pharmaceutical requirements. 


* * * x 


The Statesman expresses its views with regard to 


Lt.-Col. Chopra's address in the following lines :— 


At the Rotary Club meeting in Calcutta Colouel 
Chopra discharged a public duty of the first importance 
when onee again he drew attention to the ever 
increasing traffic in India in spurious drugs and 
said Colonel Chopra 


” 


medicines. ‘* The substitution 


“for genuine medicinal products of rubbish has now . 


reached a very serious stage and is a source of grave 
danger to the country.’ 


’ 


What is the use of a patient 
having a good constitution, receiving the best medical 
attention and skilful nursing if the medicines he is 
prescribed are fraudulent? It may make all the differ- 
ence to the life of the patient whether he is getting 
a drug of the proper strength or an adulterated or use- 
less preparation. Cases have been reported in India 
of insulin re-placed by some cheap oil; of fruit salts 
alleged to have been imported from Germany but in 
reality made and packed in India and containing 
ulmost pure tartaric acid. Nor is the problem only 
one of adulteration. There are fraud and forgery on 
a very wide scale—the fraud has recently been extend- 
cd to the sale of beauty products for two annas a 
piece. There is a flourishing trade in bottles, labels 
and containers, those which have contained expensive 
drugs and have their labels and stoppers in good con- 
dition fetching higher prices. The fraud and forgery 
have become highly profitable because the demand 
ull over India for a large range of imported drugs and 
medicines has increased enormously in recent years 
und because in many cases analysis has disclosed 
adulteration amounting to 90 per cent. The problem 
as stated by Colonel Chopra to the Caleutta Rotary 
Club is threefold. First, and described as the central 
problem, is that of drugs and chemicals mentioned 
in the British Pharmacopoeia, this group of drugs 
being the largest in use. The second large group of 
drugs are those which are not officially recognised by 
the British Pharraacopeia but are none the less known 
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and approved medicines, largely used. Here too the 
evil of impure quality and insufficient strength is just 
as manifest. The third group of drugs comprise 
patent and proprietary medicines, the sale of which 
is often aided by the gullibilitv of the public; here 
too, while there are many useful preparations there 
are also a large number of combinations that are 
‘* positively injurious and fraudulent,’’ to use Colonel 
Chopra’s words. 


What are the remedies for this abominable and 
caangerous . situation concerning which the medical 
profession and all reputable chemists and druggists 
have already made endless representations? The 
principal remedy beyond a doubt is that the Govern- 
ment of India and the Provincial Governments in 
combination should) show a greater appreciation of 
their responsibilities. The Government have no 
excuse for inaction; action is long overdue. There 
is no law in India preventing adulteration of drugs as 
such. There aught to be such a law—a Food and 
Drugs Act on the lines of the British Act. The evil 
is rampant in Bombay, Caleutta and Madras; has 
spread to almost every large town in India, and is 
creeping into the rural districts. The Government of 
India are fully aware of the seriousness of the situa- 
tion. Four or five years ago they were sufficiently 
impressed by evidence of the dumage being done by 
the traffic in spurious drugs to appoint a committee 
of enquiry. The Committee was presided over by 
Colonel Chopra. Its terms of references were wide, 
consisting of three distinet heads: (1) the extent to 
which drugs and chemicals of impure quality or 
defective strength, particularly those recognised by 
the British Pharmacopoeia, are imported, manufactur- 
cd or sold in India, and the necessity in the public 
interest of control, (2) the need for control of other 
approved medicinal preparations as well as medicines 
made from indigenous drugs and chemicals, (3) the 
necessity of legislation to restrict the profession of 
pharmacy to fully qualified persons. The pharmacist 
—the man who makes up drugs in accordance with 
prescriptions—is an indispensable link in serving the 
public health of the community. The pharmacists 
are the custodians of drugs. They prepare, com- 
pound and sell them, and on their efficiency depends 
the purity of the drugs dealt with by them. At 
present the profession of pharmacy is still unorganiz- 
ed in India though early last year as a result of 
unofficial efforts the Bengal Pharmaceutical Associn- 
tion was formed—a move in the right. direction. 

















































Colonel Chopra’s Committee which, let us repeat, 
sat five years ago, emphasized the need for early 
action, the introduction of legislation for the control 
of drugs, the formation of a Central Council and 
Provincial Councils for the improvement of the pro- 
fession of pharmacy, the fostering of the drug industry 
in India and the preparation of an Indian pharma- 
Legisla- 


copeia. Last year quesions in the Central 


ture elicited that the Committee’s report was, four 
years afterwards, still ‘‘ receiving the attention ”’ of 
the Government of India and the Provincial Govern- 
ments. A few weeks ago, or over a year later the 
last Act of the Council of State was to pass Sir Nassar- 
vanji Choksy’s resolution calling on the Government 
to give effect to the conclusions of the Drugs Enquiry 
Committee. The reply of Mr. Ramehandra on behalf 
of the Government of India was that ‘‘ the problem 
the Governinent of 


regarding legislation. 


was primarily Provincial and 
India could only co-operate 
The Provinces felt unable to provide adequate funds 
to prevent the sale of spurious drugs. Unless 
Provineial 
taneous action in the matter eny effort on the part of 
prove unavailing.” 


It may be that some 


Governments were prepared for simnal- 


the Government of India would 
What an appalling confession ! 

of the more ambitious recommendations of the Drugs 
Enquiry Committee would cost a good deal but there 
is no excuse whatever for the refusal to pass into law 
it least a measure providing deterrent punishment for 


offences that have become notorious and a grave 
menace to the health of the country. Provincial 


Governments should do their duty and if they are 
laggard the Central Government should apply the spur 
and secure uniformity of control. Otherwise India 
looks like beeoming a veritable Alsatia for the pur- 
vevor of adulterated drugs bearing fraudulent labels. 


* * “ * 


The opinion of the Bombay Medical Union with 
respect to control of drugs is voiced by its official 


organ The Bombay Medical Journal in a recent 


issue. 


Whilst the Government of Bombay has introduc- 
ed a Bill in the Bombay Council to amend the 
Prevention of Adulteration Act, we regret to note that 
it is confined only to foods: drugs find no mention » 
it. It is true that an All-India Act was recommended 
legislation 


ideal. 


Committee and 
would be 


by the Drugs Inquiry 


applicable to the whole of India 
But how long are we to wait for such legislation ? 


CHOPRA 
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Latterly, the daily papers have reported a good 
many cases where the sellers of adulterated and 
substituted drugs have been brought to book in the 
Criminal Courts. In these action was taken 
by the firms whose !abels were falsely used to cover 


and which were 


Gases, 


genuine 
These were prosecu- 


articles which were not 
therefore sold at a cheaper rate. 
tions started from a purely commercial point of view 
by firms who sustained monetary losses by the fact 
that substitutes were passed off as genuine articles. 
These were not prosecutions sturted by the State for 
the protection of public health. 


It is a pity that the public has not yet realised 
to what extent adulterated and inferior drugs are sold 
in this country. It cannot be said that the authorities 


ure equally ignorant, as official and non-official 
ugencies have repeatedly called their attention to this 
glaring evil. The Bombay Medical Union, on the 
initiative of Dr. K. K. Dadachanji in 1914, considered 
this 
legislative control. 
the 
styled 
Committee in its report. 


also done the same and yet so far no action seems to 


question and made its recommendations for 
These were further elaborated in 
Union’s Memorandum in 1930—a Memorandum 
full and learned ’’ by the Drugs Inquiry 


Other medical bodies have 


ee 


have been taken. 


The Committee in its report states ‘* The evidence 
left no room for doubt that, in regard to adulteration, 
deterioration — or the 
strength of drugs, very little distinction can be made 
between imported and locally manufactured medicinal 
preparations. The traffic in such drugs is extensive 
and indiscriminate, and that the strong language used 
by some of the witnesses in characterising the situa- 
tion is by no means undeserved or exaggerated. ‘The 
root cause of the traffic in adulterated drugs is trace- 


tampering with quality or 


able on ultimate analysis to the demand by the 
publie for cheap medicines, which unscrupulous 
manufacturers and dealers have not been slow to 


exploit. The true remedy for this state of affairs lies 
in the organisation of the drug industry in this country. 
It would then be able to satisfy the conditions which 
might be prescribed by a properly considered drug 
control legislation, and to put on the market standard 
goods which would suit the purchasing capacity of its 
people.’’ Thus, this is a direct hint to the public 
that to secure cheap and reliable drugs and to prevent 
adulteration of drugs, we must organise a Swadeshi 


9? 


drug industry under legislative control. 
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After this Committee had reported that a second 
questionnaire was issued by the Government of India 
to the same bodies that had given evidence before the 
Committee. The reply of the Bombay Medical Union 
has been published in our issue of June, 19338. This 
left on the minds of many an 
Government of India are not 
organisation of a drug 


questionnaire has 
impression that the 
interested in the 
industry in India as advocated by the Committee. 


so keenly 


What is the position of the medical profession 
No practitioner whether in 
consulting or in general practice—but has to depend 


on chemists and druggists and on dispensers (called 


vis-a-vis its auxiliaries ? 


in this country compounders) and what is the educa- 
gentry qualifying them for the trade? 
Anybody can open a shop for the sale 


tion of this 
None at ali. 
of drugs buying them in the cheapest market without 
uny regard for quality or their genuineness and sell 
them cheaper than his rivals. The chemist or 
druggist has no knowledge of chemistry or pharmacy. 
He is not interested whether the article he sells is 
spurious or adulterated; whether the drugs he sells 
will produce the effect a physician may expect from 
a genuine article does not worry him, so long us he 
can sell his article cheaper than his neighbours with 
a margin of profit for himself. As for the com- 
pounders, one has seen domestic servants, cooks, etc., 
in their unemployed moments turn themselves into 
compounders and later on set themselves up even as 
medical men. 

So far the Government of India has failed in its 
duty to its subjects to protect them from ignorant 
doubly ignorant com- 


pharmaceutical chemists, 


pounders and impure drugs. 
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May we appeal to the popular representatives in 
the Central Legislature to keep before the eyes of 
the Government constantly their failure in bringing 
urgently needed? 
difficulties there are and there will be. They must 
further delay. If the 
Governinent wants to follow any model, there is the 
Federal ‘‘ Pure Drugs Act ’’ of the United States of 
America and the ‘‘ Sale of Foods and Drugs Act ”’ of 
the United Kingdom, and the Pure Drugs Acts of the 
various other States. There need be no difficulty in 
drafting a Pure Drugs Bill for India suited to her 
circumstances. 


forward legislation so Practical 


be overcome without any 


If the Government persists in its 
nothing, let one of the private 
Central 


Private Bill and force the hands of the Government. 


policy of doing 


members of the Legislature introduce a 


In addition to a Pure Drugs Act for India, steps 
should be taken to enact simultaneously an All-India 
Pharmacy Act, should be made 


under which it 


obligatory on every Provincial Government to 
establish a School or a College of Pharmacy within its 
limits without undue delay. It is obvious that in the 
absence of any Institution for the training of Pharma- 
cists, Chemists and Druggists, etc., all other legisla- 
tion will prove abortive as it cannot be adequately 
enforced. Under the proposed Pharmacy Act, no 
person will be able to assume the title of ‘* Chemist 
& Druggist,’’ ete., as is done at present. Further, 
under the said Pharmacy Act, like the Chemists and 
Druggists, the Compounders or the Dispensers should 
also be trained in special school or classes for Com- 
pounders, (which may be attached to the School of 
danger of un- 


Pharmacy), so as to eliminate the 


scientific dispensing which exists at present. 
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CENTRAL COUNCIL 


PROCEEDINGS OF THE XXXIV MEETINGS 
HELD AT DELHI ON THE 
29TH OCTOBER, 1935. 


Members present :—Dr. M. A. Ansari, Dr. B. C. 
Roy, Capt. P. B. Mukerji, Dr. T. N. Banerjee, Dr. 
A. K, Sen, Dr. 8. Halder, Dr. Bhupal Singh, Dr. K. 
S. Ray and Dr. 8. C. Sen; Col. Kukdey and Dr. 
Tirumurti (by special invitation). 


Dr. M. A. Ansari was voted to the chair. 


1. Resolved that this meeting puts on record its 
deep sense of sorrow at the sad and untimely death 
of Dr. J. N. Moitra, one of the prominent members 
of the profession and past Treasurer of the Associa- 
tion. 


Resolved that this Council deeply regrets the 
death of Mrs. Bhola Nauth, wife of the President and 
begs to convey to Col. Bhola Nauth its sincere 
sympathies in the great loss he has sustained. 


Resolved further that copies of the resolutio:.s be 
sent to the members of the bereaved families. 


2. Proceedings of the last meeting held on the 
20th July, 1935, were confirmed. 

83. Accounts for the period Ist June, 1935 to 
80th September, 1935 were recorded. 

4. In accordance with Rules 22 and 28 circular 
was issued to all the Branches for the final voting for 
the Presidentship and Vice-Presidentship for the 
ensuing year. 

Resolved that Dr. U. Rama Rau having secured 
ihe largest number of votes be declared, under Rule 
22, the President-elect of the Association for the 
ensuing year and of the XII All-India Medical Confer- 
ence to be held at Nagpur in December 1935. 


Resolved further that by majority of votes the 
following gentlemen be elected Vice-Presidents of the 
Association fr the ensuing year under Rule 23 :— 

Dr. 8. N. Sen (Cawnpore). 
Dr. N. A. Purandare (Bombay). 
Dr. A. Said (Karachi). 

5. (a) Resolved that the following names be 

recommended for election as office-bearers for the 
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ensuing year before the next Annual General Mecting 
under Rule 20 (4):— 

Secretaries :—Rao Bahadur Dr. J. P. Modi, Dr. 
Bhupal Singh and Dr. K. S. Ray. 

Asst. Secretaries:—Dr. 8. C. Sen, Dr. A. K. 
Chakrabarti. 

Treasurer :—Dr. KR. C. Sen. 

Editor of the Journal:—Sir Nilratan Sirear. 

(b) Regarding election of 5 additional members to 
the Central Council under Rule 20 (8), resolved that 
the consideration of this matter be deferred till the 
next meeting. 

(c) Resolved that the Journal 


requested to appoint collaborators one from each of the 
Bombay, C. P., Tamil 


Committee be 
following places; Punjab, 


Andhra and U. P. 


6. The draft Annual Report for 1934—35 sub- 
mitted by the Secretaries, as circulated be approved 
und placed before the next Annual General Meeting. 

7. The Secretary reported the arrangements 
made so far for the holding of the XII All-India 
Medical Conference at Nagpur as intimated by the 
Secretary of the Conference. The dates of the Con- 
ference have been provisionally fixed for the 26th 
December to 29th December subject to confirmation 
by the President-elect. It has been provisionally 
arranged that the Conference will meet at the Govern- 
ment College of Science, Nagpur and the Medical 
Exhibition will take place in the maidan adjoining 
Robertson Hostel playground. Arrangements are also 
being made to accommodate the delegates in Morris 
College, Science College Y.M.C. A. Hostels. 
Propaganda has been made and invitation sent out for 
papers to be read at the Scientific section. Dr, J. K. 
Karani and Dr. B. K. Vinchure have been appointed 
Organising Secretaries of the Conference. 


and 


8. The Secretary reported that the President 


had expressed regret for the delay in going out on tour 
owing to his wife’s illness. 
from the various centres has been very encouraging. 
In view of Mrs. Bhola Nauth’s death the projected 
tour cannot be commenced 
deration of the matter be postponed to a date suitable 
to Col. Bhola Nauth. 


The response received 


now and further consi- 
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9. Resolved that the suggestion for changing the 
official year of the Journal from September—August 
to Octcber—September to make it correspond with 
that of the Association be accepted. 


10. Resolved that the suggestion of the U. P. 
Branch regarding concession in the membership fee 
of husband and wife (both doctors) as members, viz. 
full subseription for one and half for the other, one 
journal being supplied for both, be accepted and the 
consequential change be made in the rules. 


11. Resolved that the following alterations be 
made in the rules :— 

In Rule 7 (b) add at the end:— 

‘“* Rs. 3/- have to be paid yearly to the Central 
Council on account of each member to 
retain membership of the Indian Medical 
Association.’”’ 

In Rule 15(b) delete the last three lines and 
substitute the following :— 

‘full half-year’s subscription for the first or 
second half-year according as they are 
admitted before or after the end of March.”’ 

Add the following to Rule 20 (1):— 

(h) Secretaries of Provincial Branches wher- 
ever they exist. 

12. The following resolution put forward by Dr. 
Samey (Bangalore) was taken up for consideration 
by the Central Council and it was resolved that as the 
resolution affects the aims and objects of the Associa- 
tion the Central Council is of opinion that this should 
be placed before the Annual General Meeting for 
consideration, if Dr. Samey so desires: 


‘* Resolved that this Association incorporate in 
the objects of the Association’s constitution 
to work for the statutory recognition of 
Medieal Licentiates in all spheres and to 
bring about unification of medical quali- 
fications in India.” 

13. The Secretary placed before the meeting the 
invitation extended by the Karachi Branch to hold 
the XIII All-India Medical Conference at Kerachi in 
December, 1936 and the opinions of the different 
branches. 


Resolved that the invitation of the Karachi 
Branch to hold the XIIT All-India Medical Conference 
at Karachi in Christmas Week, 1936, be reeommended 
for acceptance at the Annual General Meeting at 
Nagpur. 
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14. Read a letter dated the 8th October, 1935 
from the President regarding suggestion of sending 
out a field ambulance to Abyssinia and also a letter 
from Dr. Jivraj Mehta and the Director-General 
1. M. 8.’ reply in this connection. 

Resolved that an appeal be made for the raising 
of funds for the purpose primarily of sending a 
medical unit to Abyssinia to serve the medical needs 
of the army and civil population and failing that the 
funds be utilised in assisting any other ageney that 
the Central Council thinks fit. 


U. P. PROVINCIAL BRANCH 


The following is a_ list of office-bearers for 
1935-36 :— 

President—Major D. R. Ranjit Singh (Affahabad). 

Vice-Presidents—Dr. H. Hukku (Lucknow), Dr. 
Murari Lal (Agra), Dr. 8S. Halder (Muzaffarnagar). 

Hony. Provincial Secretary—Dr. Bhupal Singh 
(Meerut). 

Hony. Provincial Jt. Secretaries—Dr. 8. N. Misra 
(Cawnpore), Capt. K. P. Bagehi (Agra), Capt. R. N. 
Bose (Meerut). 


Additional Members to the Provincial Council— 
Dr. H. N. Beri (Bulandsahr), Dr. J. lL. Caroli 


(Meerut), Dr. R. C. Mitter (Meerut), Dr. Kunj 
Behari Lal Varma (Meerut), Dr. S. B. Vyas (Meerut). 


MORADABAD BRANCH 

The following is a list of office-bearers for the 
year (1935-86). 
Hony, General Secretary :—Dr. K. B. Dikshit, M.n.n.s, 
Hony. Joint Secretary :—Dr. B. N. Sharma, M.B.B.s. 
Hony. Financial Secretary :—Dr. J. N. Ganguli. 
Members of the Executive Committee :— 

Dr. Mrs. Beetles, Dr. M. A. Hadi, Dr. E. E. 
Barnett, Dr. R. N. Trivedi and Dr. A. K. Bhatta- 
charyva. 


MEERUT BRANCH 


The following have been elected office-bearers for 
the year 1935-36 :— 
Secretary :—Dr. Hira Lal, M.B., B.s. 
Joint Secretary :—Dr. 8. B. Vyas, u.M.p., D.T.M. 
Financial Secretary :—Dr. R. C. Chaurasia, 1’.M.F. 
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Members of Executive Committee :— 


Dr. 8S. N. Sen, u.m.s., Dr. Sri Bas, u.m.p., Dr. 
J. L. Caroli, M.B., B.s., Dr. Imtiaz Ahmad Khan, 


L.p.H. and Dr. K. P. Mathur, L.m.p., 
Representatives to Central Council :— 

Dr. S. N. Banerji, Dr. Hira Lal and Dr. Murari 
Lal. 


L.M.P., L.P.H,. 


SHARANPUR BRANCH 

The following have been elected office-bearers for 
the year 1985-36. 

President :—Dr. TH. C. Banerji. 

Vice-President :—Dr. K. K, Endlay. 

Secretary :—Dr. R. N. Bageley. 
Members of Working Committee :— 

Dr. I. N. Saxena, Dr. N. 3B. 
Barkat Ali and Dr. J. N. Vanish. 


l.. Mathur, Dr. 


AGRA BRANCH 
The following have been elected office-bearers for 
the year 1935-36. 
President:—Dr. W. S. Sarin, p.m.s. (Retd.) 
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Vice-Presidents:—Dr. K. P. Bagehi, Dr. Sukh 
Dayal, and Dr. D. R. Tandon. 

Hony. Secretary & Treasurer:—Dr. T. C. Basu 
Chowdhury. 


Members of the Executive Committee. 
Dr. G. P. Capoor and Dr. Murari Lal. 


Provincial Council Representatives. 
Dr. G. P. Capoor, 
Dr. T. C. Basu Chowdhury. 


JHANSI BRANCH 


The following is a list of office-bearers of the 
Jhansi Branch of I. M. A. for the year 1935—36:— 


President :—Dr. M. L. Atri. 
Vice-President :—Dr. J. F. Desuiza. 
Honorary Secretary :—Dr. H. N. Shivapuri. 
Representative to the Provincial and Central 
Council :—Dr. H. N. Shivapuri. 


Financial Secretary or Treasurer:—Dr. A. 


Choudhuri, M.B. 


OUR ORGANISATION 


Members of our profession are probably awure 
that the Indian Medical Association is trying to 
organise the entire medical profession in India and 
with this object in view numerous branches of this 
Association have been established all over India. At 
the present moment there are 53 branches of the 
Indian Medical Association throughout India, most of 
which are situated in Northern India, but unfortu- 
nately so far the Indian Mdeical Association has not 
been able to get in touch and bring about closer 
harmony and co-ordination with other Associations 
and medical practitioners in Southern India. It is 
not that the necessity for such an _ organisation is 
questioned or not been proved time and again but 
that the apathy of the profession requires to be 
removed by well designed effort in organisation and 
propaganda, the need for which in this Association has 
been long felt. To this end Col. Bhola Nauth, the 
President of this Association, has kindly given his 
consent to tour South India with a view to increase 
the solidarity and strength of the I. M. A. by 
establishing branches and enlisting members of this 
Association in that part of the country. 


Col. Bhola Nauth has already set out on _ his 
Madras tour, according to a programme which has 
been drawn up at the instance of the Secretary, 
Andhra Medical Association, Vizagapatam. 

Col. Bhola Nauth, President, Indian Medical 
Association, arrived at Calcutta after visiting Cawn- 
pore in connection with his tour for the organisation 
of branches of the Indian Medical Association. An 
‘ At Home ’ was given to him by the members of the 
Central Council resident in Caleutta and the members 
of the Executive Committee of the Bengal and 
Caleutta Branches of the Indian Medical Association. 
Among other matters concerning the medical profession 
Col. Bhola Nauth discussed the question of organisa- 
tion of the branches of the Indian Medical Association 
included in his 


in the provinces which were not 


previous tour. 


also discussed. Col. Bhola Nauth left for Cuttack by 
the Madras Mail on his way to Madras via Berhampore 
and Vizagapatam. 

Col. Bhola Nauth arrived at Cuttack on the 13th 


November. The same day he visited several medical 


The question of issuing an appeal for. 
funds for sending out a medical unit to Abyssinia was 
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men of the town. He was met by the medical men 
of the town at a tea party at the Orissa Medical 
School on the 14th evening. 48 medical practitioners 
including the membebrs of the staff of the Medical 

school, were present at this party. 
Col. Bhola Nauth spoke about the deplorable 
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condition of the medical profession in India. There- 
after he explained the aims and objects of the India 
Medical Association. 

After a short discussion it was decided to form 
the Cuttack Medical Association with a view to 
affiliate it to the I. M. A. 


XI] ALL-INDIA MEDICAL CONFERENCE 


Drs. J, F. Karani and B. K. Vinchure, Organising 
Secretaries of the forthcoming XII All India Medical 
Conference to be held under the auspices of the 
Indian Medical Association at Nagpur have issued the 
following Bulletins to the delegates, and _ visitors 
attending the Conference :— 


ACCOMMODATION AND Foop 


We regret to have to say that there are no suit- 
able hotels at Nagpur where guests can be accom- 
modated in any numbers. Arrangements have 
therefore been made to accommodate guests in 
students’ hostels at different colleges not very far 
from each other as these will be largely unoccupied 
during the X’mas holidays. The Exhibition grounds 
and Meeting Rooms are also in the same vicinity. 
There are a few one-seater rooms but most of the 
others are two or three-seaters. There are Common- 
rooms in all places. ‘There is the usual furniture and 
the rooms are fitted with electric lights. Every effort 
will be made to group guests together according to 
their wishes if we receive timely intimation of these. 


Attempts are also being made to secure Special 
Accommodation at the Councillors’ Guest House 
which can accommodate twenty persons only, 

Ladies can be accommodated in the local Seva 
Sadan, or other special place if so desired. 

The general food arrangements will be according 
to Indian style, with vegetarian or mixed diet, but 
arrangements can also be made for European style 
of food. 

The approximate Daily Charges for Lodge and 
Board will be as under, 

(1) Special accommodation at Couneillors’ 

Guest House with European food... Rs. § 


(2) Special accommodation with Indian food ,, 6 


(3) Ordinary accommodation with Indian 
food sal ott ia Rpr’e 


(4) Ordinary accommodation with Euro- 
pean food if there is a sufficient 
number requiring this i tee ee 

The weather in Nagpur in the month of Decem- 

ber is pretty cold, and guests are advised to bring 

sufficient warm clothings, bedding including a mosquito 
curtain and necessary travelling requisites 

Guests requiring us to arrange accommodation 
for them are requested to be good enough to inform 
us of their requirements as early as_ possible. | It 
should be needless to say that we are fully at the 
disposal of our guests and will try our best to meet 
individual requirements to the best of our ability. 


SCIENTIFIC SECTION 
In this section, besides the reading of Scientific 
Papers that may be received, it is proposed to hold 
debates or discussions on subjects of common interest 
to the 
Fever, Neurasthenia, Bacillus Coli infections, Filaria- 


general medical practitioners. Typhoid 
sis, Tuberculosis and Anemia of Pregnancy, are 
suggested as suitable subjects for this year. It would 
be a very great convenience if delegates willing 
to initiate debates on any of these, or even any other 
subject, will be good enough to let us know aecord- 
ingly, as early as possible. 

It is also proposed to hold a few popular lectures 
on subjects allied to Medicine for the benefit of the 
general public. Delegates willing to deliver such 
lcetures are also requested to communicate the same 
to the undersigned at their earliest convenience, 
mentioning the subject of their lecture, 

Of course delegates who can make it convenient 
to attend the Conference even at the last moment 
are most cordially welcome; but it would be 
extremely helpful to the management generally, and 
particularly to the arrangement of this section, if 
delegates likely to attend the Conference will kindly 
communicate their intention to the Secretaries of the 


Conference as early as they possibly can. 
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Medical Societies, Associations, Unions, etc., are invited 


to make use of this section of the Journal. 


THE SOUTH CANARA DISTRICT 
MEDICAL ASSOCIATION 


REPORT OF THE WORKING FoR THE YEAK 
ENDING 80th JungE, 1935. 
finished its fourth year of 


The Association has 


existence. The work of the previous year was kept 
up. 

Membership: The year opened with a member- 
ship of 46 on the roll of which 24 were resident and 22 
at the end of the 
non-resident including 


non-resident, The total number 
year was 25 resident and 25 
the Udipi Branch members, thus totalling 50 on the 


roll. 

Finance: The usual subscriptions of Re. 1/- per 
month of resident members and Rs, 2/- per half year 
collected. The total 
receipts of the year were Rs. 586-12-2, including an 
opening balance of Rs. 286-15-8, and expenditure of 
Ris, 266-11-3, leaving a balance of Rs. 270-0-11. Out 
of this a sum of Rs. 200 has been invested under bye- 
law No. 7, being the entrance fees, donations, interest 


of non-resident members were 


on investments, and partly from general funds. 

Meetings: There were seven meetings during 
the year including the Annual General Meeting. Of 
these, two were held in two Muffussil centres at the 
invitation of the medical officers who were the hosts. 
‘There were two condolence meetings. At one of the 
business meetings the grievances of Rural medical 
practitioners were considered and suitable resolutions 
were passed. Among the District Associations this 
is the only Association that made representations to 
the Government on behalf of these practitioners, and 
note that the Government have 
The Association sustained 


it is gratifying to 
redressed their grievances. 
an irreparable loss by the death of Lt.-Col. N. A. 
Mehta, 1.m.s., one of its Presidents. 


Management: The Executive Committee, elected 
at the Annual General Meeting, met thrice during the 


year to transact business. 


Habitation: The Association offers its thanks to 


the Government of Madras for kindly allowing them 





— EDITOR. 


Goschen 
that a 


the the Wellock and the Lady 


Hospitals for its activities. It is 
permanent habitation will be got early. 


use of 
hoped 


Members’ Activities: In the Municipal elections 
held during the year under report the following 
members have been elected to the Council: Dr, Vittal 
Shetty, Dr. U. P. Mallya, Dr. H. V. Adalpa, Dr. 
Af. Coelho, Dr. N. Upendra Pai, and Dr. 8. 5. Hadge. 


The Association feels proud that Dr. K. Vittal 


Shetty has been re-elected as Chairman of the 


Municipal Council for a second term. 


THE ALL-INDIA MEDICAL LICENTIATES 
ASSOCIATION 
MADRAS BRANCH 


To protest against the Indian Medical 
Act of 1933 to urge on the Government of India the 


Council 


necessity for amending the Act so as to include the 
Indian Medical Licentiates within its purview and 
to request the Members of the Indian Legislature all 
over the country to take up this question in right 
earnest and remedy the wrongs done to the Medical 
Licentiates as well as the bulk of the Independent 
Medical profession, were the main points of discussion 
that arose at a public meeting of the medical men of 
Madras held under the auspices of the Madras Branch 
of the All-India Medical Licentiates’ Associatiom on 


the 20th September, 1935. Dr. V. D. Nimbkar, 
F.R.C.S. presided. The Chairman in his preliminary 
remarks, while sympathising with the Medical 


Licentiates in their legitimate grievance of non- 
inclusion in the Indian Medical Council, pointed out 
the futility of the All-India Medical Council as _ it 
excludes all Indian medical men with qualifications 


granted in institutions established by the Government 


themselves. He further condemned the idea of 
higher and lower qualifications as conveyed — in 
the Act for, when viewed carefully, even the 


M.B.B.S. degree would fall under the 


lower qualifications. 


category of 
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The following resolution was then moved by Dr. 
a 2 Provincial Seeretary, All-India 
Medical Licentiates’ Association, Madras: 


Venkappa, 


‘“‘ This general meeting of the Medical Profession of 
Madras held under the auspices of the Madras Branch 
of the All-India Medical Licentiates’ Association, places 
on record once again its emphatic protest against the 
Indian Medical Council Act of 1933 and urges on the 
Government of India the necessity for amending the 
Act forthwith so as to include the Indian Medical 
Licentiates within its purview and thus allay the dis- 
content and dissatisfaction in its rank and file and the 
bulk of the independent medical profession.’’ 

The mover while tracing the origin, growth and 
the final stages of the All-India Medical Couneil Bill 
explained how the vast group of Indian Medical 
Licentiates—two prominent members of whom, the 
late Dr. Lohakari, B.A., L.M.p., and Rao Sahib Dr. 
U. Rama Rao were responsible to give the very idea 
of the formation of the All-India Medical Council— 
are left in the back-ground on flimsy grounds of lower 
qualifications. Here, the speaker pointed out an 
authority how the medical qualifications granted in 
India were in no way inferior to those obtained 
abroad. 


Dr. A. Sreenivasan, M.R.c.p., while agreeing with 
the views expressed by the mover gladly seconded the 
resolution. Dr. V. Rama Kamath, Medical 
Councillor and Editor of the ‘‘Medical Practitioner,” 
Madras, in supporting the resolution spoke at length 
ubout the ways and means as to how our protests could 
be made felt by the authorities. He suggested how the 
Members of the Indian Legislature who were respons- 
ible for passing the Indian Medical Couneil Act of 
1933 could as well repeal the same _ provided the 
members of the medical profession used their dis- 
cretion in exercising their votes to only those who 
would unhold their cause. He further explained how 
the All-India Medical Council is unwanted in India 
in view of the immense powers already in existence 
to the Provincial Medical Councils which have been 
established on almost the same lines as the British 
Medical Council. The doctor opined that by the 
formation of the All-India Medical Council there is a 
considerable drain on the public exchequer and which 
is far in excess of the amount allotted to the Provincial 
Medical Councils. 


Dr. U. Krishna Rao, M.B.B.S., 
cillor and Editor, ‘‘ The Antiseptic 
the resolution. He gave a vivid picture of the farce 
when the All-India Medical Council Bill stood at the 


Medical Coun- 
spoke next on 


” 
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anvil of the Legislative Assembly. He pointed out 
how determined the Government were, being influenc- 
ed by the powers abroad, to get the Bill passed in the 
teeth of all-round protests, both by the profession 
and the general public. Speaking on the strength 
of his position as a medical practitioner, he observed 
there could not be any difference regarding the status 
as Independent Medical Practitioners whether they 
be Medical Licentiates or Graduates and as such he 
found no reason why the All-India Medical Council 
should exclude this large body of medical men who 
formed the bulk of the medical profession in India. 
He further encouraged the members that his paper 
“The Antiseptic ’’ would always be ready to uphold 
and fight for the cause of the Medical Licentiates. 
He further exhorted the audience to observe the 20th 
of September of every year as the Anti-Indian Medieal 
Council Day until such time as the Medical Licen- 
tiates are included within the All-India Medical 
Council. 

Dr. R. Ramanjulu Naidu, Vice-President of the 
Madras Branch of the All-India Medical Licentiates’ 
Association moved the following resolution : 


‘This meeting of the Madras Branch of the All- 
India Medical Licentiates’ Association resolves to appeal 
to the Members of the Indian Legislature all over the 
country to take up this question of inclusion of the 
Indian Medical Licentiates within the All-India Medical 
Council in right earnest and thus remedy the wrongs 
done to the Medical Licentiates as well as to the bulk 
of the independent medical profession.” 

Dr. U. D. Gopal Rao, Secretary of the Madras 
Branch of the All-India Medical Licentiates’ Associa- 
tion seconded the resolution. 


With a vote of thanks to the Chair and the 
authorities of the hall, the meeting came to a close. 


THE TRICHINOPOLY DISTRICT 
MEDICAL ASSOCIATION 


A monthly meeting of the above Association was 
held on Saturday, the 26th August, 19385, at the E. R. 
High School, Teppakulam, Trichinopoly, when about 
45 members were present. Capt. Sanghamlal, 1.M.s., 
F.R.C.8., District Medical Officer, Trichy, presided 
and Dr. M. Ramaswamy Pillay of Kattuputhoor, 
was ‘ At home’ to the members. 

Dr. R. Sambasivan, M.B., B.S., demonstrated a 
case of congenital systolic murmur in a boy aged 12 
which was originally demonstrated before the Asso- 
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ciation three years back when there was failure of 
The point of interest in the case was 
lesion and failure of 


compensation. 
that in spite of the valvular 
compensation previously, the boy was healthy and 
well developed. He next demonstrated an_ interest- 
ing and rare case of ‘ Streptothrix’ of the lungs. 
The case simulated one of ‘‘T. B.’’ but the absence 
of temperature and the negative sputum under 


microscope decided the diagnosis. 


Capt. Sangham Lal gave case notes of un opera- 
tion he did a few days back, for strangulated hernia. 
The strangulation got relieved before the patient was 
brought to the theatre and on opening the sae, 
blood effusion was found. Though there were no 
acute abdominal symptoms an exploratory laparotomy 
was done when blood-coloured serous fluid was found 
in the peritoneal cavity and about 8 feet of small 
intestine was found to be kinked. The kink was set 
right and the abdomen closed. 

Dr. R. Sambasivan read an interesting paper on 


** Hypovitaminosis ’’ and explained how minor 
deficiencies of various vitamins caused 
ments. He enumerated the different 
different vitamins. There was an interesting discus- 


sion following the paper in which many members took 


various ail- 
foods with 


part. 
THE TRICHINOPOLY AND SALEM 
MEDICAL ASSOCIATION 


A joint meeting of the above two Associations 
was held on Sunday, the 22nd September, 1935 at 


the High School premises, Namakkal. Doctors of 
Namakkal who were ‘ At Home’ made elaborate 


and neat arrangements for the reception of members. 
More than 50 doctors attended. Dr. P. A. S. 
Raghavan, Secretary of the ‘Trichinopoly District 
Medical Association, proposed Lt.-Col. Bal, 1.M.s., 
District Medical Officer, Salem, to take the chair. 


Dr. S. Krishnamoorthy Rao, Secretary of the 
Salem Medieal Association, seconded the proposal. 
Lt.-Col. Bal in his opening remarks welecmed the 
guests from Trichinopoly and ealled upon Dr. C; E. 
R. Norman, the President of the Trichy District 
Medical Association. to deliver his lecture on 
‘ Dysentery.’ 

Dr. Norman delivered an interesting and instruct- 
ive lecturé and explained the pathology, signs, 
symptoms and treatment of the two kinds of dysen- 


tery. He said the bacillary dysentery was 10 times 
more common than the amebie dysentery and 
children below 6 very rarely get amoebic dysentery. 
He also said that the Flexner infection was 15 times 
more common than the Shiga infection. Tracing the 
pathology of the disease, he explained that bacilli 
worked their way from the mucous membrane inside 
towards the muscular coat whereas the amoeba 
worked its way out from the sub-mucous coat to the 
lumen of the bowel. Hence in bacillary dysentery 
there is a lot of mucus in the stools accompanied by 
tenesmus, scanty feces and constitutional symptoms 
as fever, etce., while in amebic dysentery there is 
more blood and feces and less of mucus. 
microscopic examination of the stools will confirm the 
‘ases of 


Though 


diagnosis yet it was safer to treat all 
dysentery as Flexner-bacillary. 


Regarding the treatment he said, a preliminary 
purge with Castor-oil or saline and followed by 
astringents as Bismuth and Dover's powder at bed- 
time with saline and yatren lavage was useful. He 
wlso found Festal an effective medicine for the 
His routine was to give a mixed vaccine 
enterococcus bacilli, and B 


disease. 
containing Flexner and 
coli. 

After the lecture there was an interesting discus- 
sion in which more than a dozen members took part. 


Dr. T. V. §. Shastry of Trichinopoly raised the 
question whether dysentery was not more common in 
jails due to deprivation of butter-milk from the 
diet. 


Capt. Bal said that 
as far as his experience of ten years in the Salem 
Jail went, deprivation of butter-milk was made up 
by the supply of mixed diet and vegetables. He also 
remarked that a mixed infection with amoeba and 
bacilli was very rare. 


In his concluding remarks 


In proposing a vote of thanks to the hosts, Dr. 
Raghavan said that this joint 
preliminary for such meetings in the future and 
suggested that the neighbouring districts might 
arrange to have joint meetings at the time of the 
Annual Gathering of the other district. He also 
suggested the formation of a committee representing 
the various District Medical Associations to co- 
ordinate the activities of the various Medical Associa- 
tions and also arrange annual conferences, exhibitions, 
ete., in different districts each year. 


meeting was only a 
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Dr. R. Kalamegham of Trichinopoly appealed to 
the old boys of the Medieal College in particular and 
to all the doctors and the public in general, to con- 
tribute their mite and help to make the centenary of 
the Madras Medical College a success. 

After the meeting terminated, the members 
spent an hour in in-door games, such as_ eards, 
carroms, and trick games, a number of which were 
introduced by Capt. Sangham Lal, 1.M.s., District 
Medical Officer, Trichy. After dinner at 9 p.m. the 
gathering broke up with three cheers. 


INDIAN MEDICAL COUNCIL 


The Medical Council of India met under the 
presidency of Major-General Sprawson on October 29, 
1935 at the Secretariat. 

‘Twenty-five members were present. 


After the names of the new members had been 
read out by the Secretary, the Council considered the 
reports of its inspectors on certain Universities and 
decided to recommend to the Governor-General-in- 
Council that the medical qualifications of Bombay 
and Lucknow Universities should remain on Schedule 
1 of the Act. 

The Council resolved to direct its Secretary to 
send the General Medical Council in Great Britain 
now and in future the names of the Universities and 
their medical qualifications which after inspection 
were found by the Council to be ‘* sufficient.”’ 

The regulations and bye-laws of the Council were 
then, with a few amendments, passed. 


The Secretary read a notification of the Governor- 
General-in-Council nominating Sir Frank Connor, 
officiating Director-General of Indian Medical Service 
us President, vice Major-General Sprawson who 
resigned on account of departure on leave. 


* * * 7 


The Medical Council of India resumed its deli- 
berations on October 30, 1935, under the presidency 
of Major-General Sir Frank Connor. With reference 
especially to the States and countries the medical 
qualifications of which are not already included in the 
second schedule of the Act the Council decided to 
request the Executive Committee to consider the 
whole question of reciprocity with other countries and 
put the proposals at the next meeting of the Council. 

Certain amendments to the re-commendations on 
professional education were referred to the Executive 
7 
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Committee for careful consideration, the Committee 
being asked to examine at the same time the report 
on the medical curriculum recently issued by the 
Conference of Representatives of the Universities of 
Oxford, Cambridge and London and certain other 
Lodies and to bring their proposals before the Council 
as early as practicable. 

It was decided by a majority that the meeting 
of the Council should continue to be held in New 
Delhi and Simla and not in rotation at the different 
provincial or university centres. 


February 17, 1936, has been confirmed as the 
date for the next meeting. (A. P.). 
* * * * 


In connection with the deliberations of the 
Medical Council of India which met in New Delhi 
the Medical Correspondent of the Hindusthan Times 
writes : 

The proceedings were unfortunately not open to the 
Press though the questions that the Council has to 
discuss are matters in which the public are vitally 
interested. Why these discussions should be lkeld ‘in 
camera’ is a mystery that only those who decided it 
should be so can explain. This seclusion and freedom 
from criticism from the public is bound to react in a 
way not contemplated by the authorities. In connec- 
tion with to-day’s meeting (29-10-35), it is learnt that the 
Council resolved to forward its recommendations to the 
General Medical Council of Great Britain with an 
expression of hope that the recognition of the Universities 
recommended will be conceded. In this connection it is 
understood that one of the members made _ himself 
responsible for the statement that the independent 
medical opinion and the Universities were behind the 
Council in this application to the G. M. C. What truth 
there is in his report is not known. But so far as the 
independent medical opinion in India is concerned, ‘t 
has consistently taken a bold stand and refused to bend 
its knee to the G. M. C. If the proceedings of the 
Council were open to the public or were fully reported 
in the press, the chance of members ostensibly represent- 
ing constituencies airing their personal views as_ those 
of their constituency will not be possible. 

As regards recognition of various Indian Universities 
it is learnt that things are not as they ought to be. 
Recognition is given or withheld, it is said on no fixed 
principle. And it is even suggested that the matter is 
decided on personal grounds. Rules that govern recogni- 
tion should be uniform and they must be rigidly adhered 
to. If the reports of Inspectors appointed for the 
purpose are favourable and it is on such reports that 
recognition is given or denied, there is no reason why 
one University should be treated differently from another. 
Nor is there any justification to postpone to a future 
date the claims of a University in whose case the 
Inspectors had reported adversely. The turning down 
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of the Andhra University’s claim in spite of the favour- 
able report of the Inspectors on the ground that the 
Executive Committee is not satisfied with the conditions 
would require a lot to explain away. 

Another surprising decision of the Council was its 
special regard for the Bombay University which does not 
fulfil the Council’s own conditions, namely a full five 
year course, Bombay being satisfied with actually 4}- 
year course, 


. * * 

On this medical correspondent’s report, the 

Hindusthan Times made the following Editorial 
Comments : 


BEHIND THE PURDAH 


There is plenty of justification for our medical 
correspondent’s grouse in connection with the meetings 
behind the purdah, of the Indian Medical Council. 
What is there in its transactions that the authorities 
are anxious to keep away from the public? There is 
nothing like the discussion of scientific or professional 
subjects that will come up before the Council, which 
the Government are anxious to safeguard against in- 
efficient reporting. If the Press is admitted and a 
request extended to them to leave out portions of 
proceedings, nobody would be anxious to disoblige them. 
Safe from public criticism, even the constituencies that 
elect delegates have no opportunity at present to make 
themselves sure that their representatives discharge their 
duties and do not misrepresent them. Our correspondent 
refers to a_ specific instance in which one member 
actually said that the independent medical profession 
and the Universities were behind a particular move, and 
adds that the facts are just the other way. It is 
scarcely fair to a constituency to put in its mouth 
opinions which are the very opposite of those it holds. 
Advocates of this purdah business will not find it easy 
to explain this away. It is undemocratic, irrational. 


* * * 


The Editor of the Hindusthan Times further 
comments in a subsequent issue thus: 

Reference was made in these columns yesterday to 
the Purdah Party method in connection with meetings 
of the Indian Medical Council. Lack of space necessi- 
tated the putting off of comments on some of the 
actual decisions of that body which hardly fit in with 
ordinary notions of logic or commonsense. We refer to 
the peculiarly inconsistent manner in which claims of 
Universities were treated with regard to their recognition 
for purposes of reciprocity. It would appear that a 
majority of the Inspectors who visited the Rangoon 
Medical College had reported adversely. In spite of it, 
the explanation of the member. from Burma, that the 
Inspectors’ observations were not based on fact, was 
accepted and consideration of the issue postponed to a 
future occasion. The claims of the Andhra University, 
on the other hand, were definitely turned down, even 
though a majority of the Inspectors had reported in 


favour of the University. Our medical correspondent 
called such conduct inconsistent ; and with perfect 
justification. 

In the case of Bombay again, the Council showed 
that they could afford to come to a decision which ran 
directly against their own rules. The five-year rule 
insisted on by the I. M. C. as the minimum period of 
academic training, does not obtain in Bombay ; they are 
satisfied with a shorter period. In explanation, Bombay 
is said to have advanced the novel suggestion that the 
course in science subjects which students undergo in the 
Arts Colleges must be taken as supplementing the 
medical course! That medical students in other 
Universities have likewise undergone science courses in 
the intermediate classes, did not, apparently occur to 
them. As an additional reason, we are told, Bombay 
pleaded that an old University like theirs, should not 
be refused recognition, because, it would damage their 
prestige abroad. Such reasons evidently weighed with 
the Council and they approved of their name _ being 
included in the recognized list. Apparently, those that 
have the control of the Medical Council feel that 
consistency is the hobgoblin of little minds and_ that 
they need not comform to such ordinary standards. If, 
as our correspondent suggested, meetings of the Council 
were open to the public, few of the members would be 
found willing to compromise themselves by actively 
participating in such decisions. 


THE PUNJAB MEDICAL COUNCIL 


The following is a resume of the proceedings of 
the meeting of the Punjab Medical Council held on the 
9th November, 1935, under the presidentship of Col. 
C. H. Reinhold, M.c., r.n.c.s.£., 1.M.s. 

1. The report of the Inspection Sub-Committee 
t> inspect the Private Medical School, Ludhiana, 
was adopted and it was resolved that the School be 
again inspected in October, 1986. 

2. Dr. Gian Chand Blaggana was clected a 
member of the Registration Sub-Committee of the 
Punjab Medical Council. 

3. The appointment of Dr. Khem 
Grewal, Dr. Gian Chand Blaggana and Lt.-Col. F. 
A. Barker as members of the Punjab Medical Council 
was recorded. 

4. It was resolved that the schedule of the 
Punjab Medical Conncil which was got out when the 
Council was in its infancy be revised with a view to 
bring it on the lines of the other Provincial Medical 
Councils. 

5. The Council placed on record its great appre- 
ciation of the services of Lt.-Col. J. J. Harper- 
Nelson rendered to the Punjab Medical Council and 
specially in connection with the Ludhiana Medical 
School for men. 
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Dr. D. B. Blacklock, Professor of Tropical 
Hygiene of the Liverpool School of Tropical Medicine, 
who recently visited India and the Eastern countries 
on a travelling fellowship to study Public Health 
Problems in the tropical countries to gain first-hand 
knowledge in order to organise the section of Tropical 
Ilygiene at the said School recently opened, expressed 
his intense desire to study the -anti-malaria and 
developmental work being carried out in the rural 
areas of Bengal by the Ross Institute of Tropical 
Hygiene now amalgamated with the London School 
of Hygiene and Tropical Medicine. It was arranged 
in July last with Dr. G. C. Ramsay, Indian Director 
of the Ross Institute, that he will do so in 
November. 


Dr. Blacklock came to Calcutta on the 26th 
October. He was taken out to some of the villages 
having easy access from Calcutta by Dr. G. C. 
Chatterjee and Dr. A. N. Mitra of the Central Anti- 
Malaria Society. He was first taken to Panihaty 
where he was met by Dr. B. N. Mitra, m.p., the 
Medical Officer of the Society and taken round the 
village and explained the method of work adopted by 
the Society, namely anti-mosquito and anti-larval 
measures, by dealing with the larve of all varieties of 
mosquitoes whether carrier or non-carrier by kerosini- 
sation of all insanitary collections of water, their 
breeding places, and stocking them periodically with 
® large amount of fries of carp and stocking the tanks 
and big collections of water with sufficient quantity 
of fries of carps after having cleaned their edges and 
surface free of all jungles and vegetations. By adopt- 
ing this method he found that malaria has been con- 
trolled there effectively as he found the spleen index 
among the little children was zero although in the old 
records it went up to nearly 70 per cent. Then the 
Medical Officer explained to him as to how Kala-azar 
has been eradicated from the village by treating each 
and every case by intravenous injection of 4 per cent. 
auto-claved solution of Sodium Antimony ‘Tartrate, 
which was supplied by the Central Society free of 
charges. There being no case in the village for some 
years, Prof. Blacklock enquired about the cost for 
treating and curing each case. The cost of medicine 
was below two annas for the whole course of treat- 
ment if the doctor’s fee was left out of consideration, 


ANTI-MALARIAL WORK IN RURAL BENGAL 


there being 2 injections per week, till 16 such or 
more. Dr. Mitra informed him that a large number 
of private medical practitioners all over Bengal on 
their own initiatives were even now giving these 
injections free of charges, in districts far away from 
Calcutta. As to the position of the Medical Officer, 
Dr. Mitra said that he is being maintained there on 
a joint subsidy by three neighbouring societies for the 
last 16 years, like the pannel system of England, 
having freedom of practice, the only thing binding on 
him being to treat the members at a concession rate 
and to treat all the Kala-azar cases at the co-operative 
dispensary or other centres free of charge within 
definite hours twice a week and to initiate the mem- 
bers to take preventive measures whenever an 
epidemic of cholera or small-pox breaks out in the 
locality. 


Dr. Blacklock was then shown the decentralised 
water works of the Society, which consisted of a 24 
inch bore tube-well (230 ft. deep), overhead tank 
and 8 h.p. oil engine, from which water was 
supplied to some members for domestic consumption 
at Re. 1/- for 100 gallons per month, besides supply- 
ing water to the public by 3 street hydrants. He saw 
the novel plan of preventing waste of water even 
without the intervention of meters by putting up all 
house tanks at a specified height and running the 
engine at a definite hour, and when all the covered 
tanks are filled the ball-cocks act together and the 
machine-man gets a signal even from his machine 
room, when he stops the engine. Prof. Blacklock was 
so much impressed with the system that he took 
several photographs. He went to the banks of the 
Hooghly close by and took photograph of the old 
sacred banian tree of Panihaty pithasthan where 
Lord Chaitanya, the great apostle of equality of man 
and man, the founder of the cult of Vaishnavism 
took rest on his way back from Puri four centuries 
back. He visited the Society's co-operative dispen- 
sary and was greatly impressed with the simple 
method of managing the public health affairs of a 
village on proper scientific lines and quite economic- 
ally which was not possible for the local municipality. 
He examined some of the tanks for anopheles larve 
and found none in any of the tanks. He was very 
glad to hear that fries of carps which are easily 
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available in any village in Bengal at a very small 
cost is a very economical and effective larvecide which 
should be practised by all and instead of aiming at 
identifying the different any 
locality, the policy of tackling all mosquitoes within 


carrier mosquitoes of 


a locality of 4 sq. mile as practised by the anti- 
malaria societies was quite sound, economical and 
effective. 

He was next taken to the adjoining village 


Sukchar, by the group medical officers where he 
visited the co-operative dispensary and the way in 
which the drains were properly levelled by sinking 
bed-bars in the beds of drain at frequent intervals to 
guide the coolies during silt clearance operations. 
He then saw some of the deep tube-wells which were 
fitted with ordinary hand pumps on the road side, 
the water of which he tasted and said that it was a 
very cheap source of supply of pure water and was 
quite effective in checking epidemics of water-borne 


diseases. He took several photographs. 


He also visited the Demonstration Farm of the 
Bengal Co-operative Home Crofter Association, Ltd., 
which is the property of Dr. G. C. Chatterjee and is 


being maintained at his cost exclusively. He was 


¢ 
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taken round the farm and cattle shed where he saw 
the method of compost making out of the farm yard 
manure, garden refuge and dried leaves, etc. by proper 
utilization of all the cow’s dung and urine, the dried 
leaves being used exclusively for the bed of, cows to 
collect the droppings of cows and are then transferred 
to compost heaves, and ultimately returned back to 
the soil after proper treatment, thus supplying rich 
manure to the plants and maintaining the texture and 


fertility of the soil. The principle. of feeding the 
rattle by the soiling method on green vines and 
concentrates (leguminous crops) grown absolutely 


in the farm, everything being managed in a perfectly 


sanitary condition, and giving plenty of fruits and 
vegetables to the owner as bye-products. He was 
extremely gratified to see how agriculture and 


malaria, which are intimately associated together have 
been. solved by one single method and he learned from 
Dr. Chatterjee that the concern was a profitable one. 
He saw the tanks all neat and clean and full of fish. 
He expressed that he had no spare time to visit the 
Demonstration Farm and he would have missed an 
opportunity of seeing the concern being run on most 
scientific lines and that most economically as a profit- 
able concern. 


RECOMMENDATIONS OF THE MEDICAL COUNCIL£OF INDIA 


ADOPTED BY THE COUNCIL 
PROFESSIONAL EDUCATION 


GENERAT: 


No candidate should be allowed to begin the 
medical curriculum unless he has passed :— 

(i) An approved examination in General 

Education of the intermediate standard 


and in mathematics at least of the Matri- 
culation standard. 
(ii) An examination, including practical tests, in 
elementary Physies and Chemistry. 
(iii) An examination, including practical tests, in 
Botany and Zoology, if these subjects do 
not form part of the medical curriculum. 


MEDICAL CURRICULUM 


With regard to the course of study and _ the 
examinations which persons desirous of qualifying for 
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the medical profession shall go through in order that 
they may become possessed of the knowledge and 
skill requisite for the efficient practice of Medicine, 
Surgery and Midwifery, the Council recommends as 


follows :— 


1. Every student should undergo a period of 
certified study extending not than five 
academie years between the date of commencement 
of his study of subjects comprising the medical 
curriculum the final 
examination : provided that the last three years of the 
the study of the 


over less 


and date of his qualifying 
period must have been spent in 


clinieal group of subjects. 


2. That no student should be certified as: attend- 
ing classes in the Clinical Group of subjects until he 
has satisfied the examiners that he has a competent 
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knowledge of Anatomy and Physiology, by passing the 
prescribed examinations in these subjects. 


5. In every course of professional study and 
examinations, the following subjects should be 


included :— 


(a2) Human Anatomy and Physiology. These 
courses should include :— 


Dissection of the entire body; 
Histology ; 

Elements of Human Embryology; 
Bio-chemistry and Bio-physics. 


The teaching of Anatomy and Physiology should 
include as a regular part of the courses the demon- 
stration of structure and function on the living human 
body, including the information to be obtained from 
Radiology. 


(b) Pathology. Courses of instruction in (1) 
General and Special Pathology and Morbid Anatomy, 
(2) Clinical Pathology, and (3) Elementary Bacterio- 
logy and Parasitology. 


NotrE.—These courses should be commenced as soon 
as possible after the student has entered upon his 
clinical studies. It is recommended that no student 
should be allotted beds until he has finished elementary 
courses of instruction in these subjects. 


Each student should be required to have received 
practical instruction in the conduct of autopsies, and 
to have acted as a post mortem clerk in at least ten 
cases. 


(c) Pharmacology and Materia Mediea, including 
Pharmacological Chemistry. A course, including 
practical work, should be taken coneurrently with 
courses of clinical instruction. 

(d) Forensic Medicine, Publie 
Health. Courses of Instruction in these subjects 


Hygiene and 


should be taken concurrently with courses of clinical 
instruction. 


(c) Medicine, including Applied Anatomy and 
Physiology, Clinical Pathology, and Therapeutics, 
comprising :— 

1. A course of systematic instruction in the 
principles and practice of medicine; 


2. <A medical clinical clerkship for a period of 
nine months, of which at least six months must have 
been spent in the hospital wards and three months 
in the out-patient departments; 
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3. Lectures or demonstrations in clinical 
medicine and attendance on general in-patient and 
out-patient practice during seven terms which may 
run concurrently with surgical practice mentioned 
below. 

4. Instruction in Applied Anatomy and Physio- 
logy, in clinical methods, and in Clinical Pathology. 


5. Instruction in Therapeutics and Prescribing, 
including Pharmacological and Physical Therapeutics 
and the methods of Treatment by Vaccines and Sera. 

6. Instruction in the following subjects, viz.— 

(a) Children’s Diseases ; 

(b) Acute Infectious Diseases ; 

(c) Tuberculosis; 

(d) Mental Diseases ; 
(c) Diseases of the skin, including Leprosy; 
(f) Theory and Practice of Vaccination. 

(f) Surgery, including Applied Anatomy and 
Physiology and Clinical Pathology, comprising :— 

(1) A course of systematic instruction in the 
principles and practice of surgery; 

(2) A Surgical Dressership for a period of nine 
months, of which at least six months must have been 
spent in the hospital wards and three months’ attend- 
ance in the out-patient departments ; 

(3) Practical Instruction in Surgical Methods, 
including Mechano-Therapeutics ; 

(4) Instruction in the administration of anzes- 
theties, the candidate being certified to have adminis- 
tered anesthetics on at least ten oceasions; 


(5) A course of instruction in Operative Surgery ; 


(6) Instruction in Applied Anatomy and Physio- 
logy, and Clinieal Pathology; 

(7) Instruction in the following subjects, viz :— 

(a) Ophthalmology including Refraction; use 

of Ophthalmoscope; with hospital attend- 

ance for a period of three months; 

(b) Diseases of the ear, throat, and nose, 

including use of Otoscope, Laryngoscope, 
and Rhinosecope ; 


(c) Radiology; 
(d) Venereal diseases; 
(ce) Orthopedies ; 

(f) Dental diseases. 
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(g) Midwifery, diseases of women, infant Hygiene, 


including Applied An.tomy and Physiology und 
Clinical Pathology, comprising :— 
(1) Courses of systematic instruction in the 


principles and practice of midwifery, gynecology and 
infant hygiene. 
(2) Lectures 
obstetrics and gynwecology and infant 
attendance on the practice of a Maternity Hospital or 
the Maternity wards of a General Hospital, including 
management of the 


and demonstrations in clinieal 


hygiene, and 


(a) ante-natal care, and (b) the 
puerperium, and on in-patient and out-patient gyniweco- 
logical practice for a period of three This 
period of three months should be devoted exclusively 
to instruction in Midwifery, Gynecology, and Infant 


months. 


Hygiene. 

(3) Of this period of clinical instruction not less 
than one month should be spent as a resident pupil 
either in «a Maternity Hospital, or in a Hostel attached 
to a Maternity Hospital or to the Maternity Wards of 


a General Hospital. The student should during this 


month attend at least twenty cases of labour under 
adequate supervision. Should the number of cases 


attended during this month be less than 20, the 


remainder must be attended, as soon as_ possible 
thereafter. 

A certificate of having attended twenty cases of 
labour should be signed by a_ responsible medical 


officer on the staff of the hospital and should state :— 


1. That the student has personally attended 

each case during the course of labour, making 

the necessary abdominal and other examin- 

ations under the supervision of the certifying 

officer, who should describe his official 
position ; 

2. That five at least of the twenty cases were 
delivered by the student in the lying-in 
hospital or ward; 

3. That satisfactory written 
cases attended, including, when 
ante-natal and post-natal observations, were 
presented by the student and initialled by the 


Supervising Officer. 


histories of the 
possible, 


The Council also recommends :— 

1. That throughout the whole _ period of study 
the attention of the student: should be directed by 
his teachers to the importance of the preventive aspect 
of medicine; 

2. That body should) make 


each teaching 


adequate arrangements for the effective correlation of 
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the several subjects of study throughout its  curri- 
culum; 

8. That the knowledge of elementary Chemistry 
and elementary Physies required before entrance upon 


the medical curriculum proper should be supplement- 
ed by further instruction and examination in those 
subjects adapted to the special needs of the medical 
student, and co-ordinated with the teaching in the 
later stages of the curriculum; 

4. That the curriculum 
that a minimum period of three years shall in every 
case be available for study after the completion by the 
student of the professional examination in Anatomy 


should be 30 arranged 


and Physiology ; 

5. That the curriculum should be so framed as 
to afford sufficient opportunities for the study, during 
the last three years of the course, of Anatomy and 
Physiology in their practical applications to medicine, 
surgery, and that the student’s 
knowledge of these applications should be subject to 


midwifery, and 
test in the Final Examination; 

6. That on starting his clinical appointments the 
instruction in clinica! 
and interpretation of 


student should receive practical 
methods and in the recognition 
physical signs; 

7. That instruction should be given, as a part of 
the courses of forensic medicine and public health, or 
otherwise, on duties which devolve upon practitioners 
in their relation to the State, and on the generally 
recognised rules of Medical Ethics. 


PROFESSIONAL EXAMINATIONS 


1. In order to 
sequence in medical study, two or more Professional 
Iixaminations in the earlier subjects should be held 
entecedently to the Final Examination in Medicine, 
Surgery, and Midwifery. 

2. The three portions of the Final Examination 
in Medicine, Surgery, and Midwifery should not be 
further sub-divided into sections which may be enter- 
ed for or passed separately; provided that Ophthal- 
mology may be a separate subject apart frora Surgery. 


8. The Clinical Examination in Medicine, 
Surgery, and Midwifery should be held in properly 
equipped Hospitals. 

4. Candidates in all their 
should be carefully supervised. 


secure due continuity and 


examination work 


5. In all the Professional Examinations sufficient 
time should be assigned to practical work, in order 
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to test the thoroughness of the candidate’s knowledge 

and to encourage practical methods of study. 

6. It is desirable that Examiners in all the 
subjects should be those who are or recently have 
been teaching their respective subjects; «nd_ that 
some of the examiners in each subject should be 
external examiners from some other teaching institu- 
tion. Examiners should ordinarily be appointed or 
re-elected for at least three consecutive yeuis. 

7. Three years at least should intervene between 
the date of passing the Professional Examination in 
Anatomy and Physiology and that of admission to the 
Final Examination in Medicine, Surgery, and Mid- 
wifery. 

8. The Final Examination in Medicine, Surgery, 
und Midwifery must not be passed before the close of 
the fifth academic year of medical study. 

9. Whatever be the method of entry for the 
Final Examination, all candidates should be required 
to complete the three portions of the Final Examina- 
tions in Medicine, Surgery and Midwifery within a 
period which ordinarily shall not exceed two years: 
otherwise the candidate will be required to »ppear in 
all subjects for final examination. 

10. The Final 
Clinical and Practical Examination in Midwifery and 
Gynecology. 

11. The Final Examination should include the 
Examination of Secretions and Exeretions, the Test- 
ing of Urine, Clinical Microscopy and _ Prescription 


Examination should inelude 


writing, Surgical Anatomy and Operative Surgery, 
and there should always be an Oral Examination in 
Medicine, Surgery including Ophthalmology, and 
Midwifery, which should include an examination on 
Pathological specimens. 

12. At the Final Examination each candidate 
should be submitted to a Practical and Oral Examin- 
ation in Pathology (including questions on actual 
specimens both macroscopic and microscopic ), unless 
this has been included in a Professional Examination 
preceding the Final Examination. 

13. It is desirable that for each subject external 
examiners should be associated with the local or intern- 
al examiner both in the written, oral and practical 
parts of the examination and that in written examin- 
ation the external examiners should have an equal 
share with the internal examiners in both the setting 
and the correction of the papers. In written examina- 
tions the questions in each subject should have the 
approval of all the examiners appointed for that part 
of the, subject. 
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14. In all written Examinations an average of 
at least half an hour should be allowed for a candidate 
to answer each question. 

15. In the Final Examinations two Examiners 
should always be present during and participate in the 
Clinical and Oral examination of a candidate, and the 
marks should be a joint adjudication. 


16. In the Examinations in Clinical Medicine 
and in Clinical Surgery at least one hour should be 
allowed to the eandidate for the examinatien of, and 
report on his principal case, exclusive of the time 
devoted to the interrogation of the candidate by the 
Examiner. Besides the principal case, shorter cases 
should also be shown to the candidate for diagnosis 
and discussion. 

17. In all Clinical Mxaminations the examiners 
should observe the candidate make his examination of 
the patient, or the candidate should be made to 
demonstrate his methods to them. 


18. In the Final Examination there should be « 
test of the candidate’s knowledge of Infant Hygiene 
and of Disease in Children. 

19. In the regulations for the several examina- 
tions it should be provided that Examiners, in assess- 
ing marks, be empowered to take into aecount the 
duly attested records of the work done by the 
candidate throughout his course of study in the 
subject of the examination. 


20. In Medicine, in Surgery, in Ophthalmology 
where it is a separate subject, and in Midwifery, no 
candidate should be allowed to pass who fails to 
obtain fifty per cent. of the marks assigned to the 
whole examination in that subject; or who fails to 
obtain fifty per cent. of the aggregate marks assigned 
to the clinical examination; or who fails to obtain 
forty per cent. of the aggregate of the marks assigned 
to the written and oral Examination. 

21. Compensation in respect of ‘marks as 
between the different subjects of the Final or Qualify- 
ing Examination is undesirable. 

22. Whatever may be the system of merking in 
all examinations throughout the medical course, the 
percentage for a pass in each subject should not be 
less than 50. 

23. A candidate remitted in any subject of a 
Professional Examination should, before he is re- 
admitted to examination therein, be required to 
produce satisfactory. evidence that he has, during the 
interval of remission, pursued the study of the subject 
in which he was rejected. 
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MADRAS MEDICAL COLLEGE CENTENARY 


Lord Erskine, Governor of Madras presided over 
a public meeting inaugurating the centenary celebra- 
tions of the Madras Medical College on November 4, 
1935. 

Welcoming the Governor, Sir Mahomed Usman, 
General Committee for Centenary 
Celebrations and Lt.-Col. Neweomb, the Principal 
said that the College had earned a high reputation as 
institutions in imparting 


President of the 


one of the most efficient 


medical instruction in the Empire. 


Lt.-Col. Newcomb, the Principal said the institu- 
tion was founded in 1835 as a medical school and was 
raised to the status of a college in 1850. It was the 
first medical college in India to open its doors to 
women students and one of the earliest coileges in 
the world to adopt this course at a time when there 
was considerable controversy regarding the desirability 


of women becoming doctors. 


The Governor in his speech warmly supported 
Sir Mahomed’s appeal for the centenary fund. The 
Government, he said, had in the past dealt generously 
with the college and he hoped that the appeal for 
funds would receive a generous response at the hands 
of the public. That the Madras public could be 
generous was shown by the example of Mrs. Kamala- 
‘angachari who had offered «un endowment of 
Rs. 50,000 for the institution of scholarships tenable 
in the College. 
celebra- 
Lady 


Col. Wright on behalf of the centenary 
tions committee presented the Governor and 
Marjorie Erskine with a copy of the centenary volume 
containing a history of the Madras Medical College. 
The 
professors of the College was opened on November 5, 
1935, by Lt.-Col. C. Neweomb, Principal. The 
exhibition was divided into several such as 


centenary exhibition organized by the 


sections 
tuberculosis, chemistry, _bio-chemistry, 
bacteriology and pharmacology. Cinema 


health subjects were also arranged. 


anatomy, 
shows on 


Before opening the exhibition, Lt.-Col. Newcomb 
unveiled the portraits of several former professors of 
the College. 


MEDICAL NOTES AND NEWS 


THE OBSTETRICS AND GYN/AECOLOGICAL 
SOCIETY OF SOUTHERN INDIA 


Under the joint auspices of the Bombay Obstetric 
and Gynecological Society and the Obstetric and 
Gynecological Society of Southern India, the First 
All-India Obstetric and Gynecological Congress will 
be held at Madras on the 2nd, 3rd and 4th January, 
1936. The sessions will be devoted to the considera- 
tion of subjects under the following three sections :— 

1. Obstetric Section. 
2. Gynecological Section. 
8. Maternity and Child Welfare Section. 

There will be organised, in this connection, a 
Scientific Exhibition which will inelude exhibition of 
scientific appliances, food stuffs, drugs and scientific 
books. 

Members of the 
attend the Congress. 


medical profession are invited t¢ 


Particulars with regard to the programme will be 
published later. intend to contribute 
papers to any of the sections are requested to kindly 
communicate with the President of the Obstetric and 
Gynecological Society of South India, Government 
Hospital for Women and Children, Egmore, Madras. 


Those who 


TATA TRUST’S PLANS FOR CANCER HOSPITAL 
FOR BOMBAY 


For some years the Trustees of the Sir Dorabji 
Tata Trust have been studying the need for the 
erection of a modern cancer hospital in Boimbay and 
have consulted experts in England, America and the 
Continent in regard to the preliminary plans. For 
the last two months an American 


surveying the Bombay situation, and his findings have 


expert has been 


now been accepted by the Trust as a method of 
procedure. 
The plans call for the erection of a modern 


hospital and the use of the latest methods employed 
in cancer treatment. While radium will of necessity 
play an important part in the treatment, the new 
hospital will not simply be a Radium Institute. 
Surgery, X-rays and all other known methods of 
effective treatment will be employed. 
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The hospital will be an independent institution, 
specialising in the attack upon cancer and_ allied 
diseases. Provision is being made for the treatment 
of both free and paying patients; an out-patients’ 
department will also be maintained. 


The Trustees have appointed Dr, John W. Spies 
of Harvard as the first Director of the hospital. He 
has had extensive experience in pathology, surgery 
and radiology. In addition, Dr. Spies has devoted 
much time to research and has written numerous 
articles. The new Director was recently in charge of 
the Tumour Clinic, attached to the Department of 
Surgery of the Peking Union Medical College. Prior 
to that he was associated with the Memorial Hospital 
in New York, America’s foremost Cancer Hospital, 
and was a Member of the Faculty of the Yale 
University Medical School. Dr. Spies has travelled 
extensively in order to acquaint himself with the lead- 
ing American, European and Japanese medical centres 
“especially those renowned for cancer work. He is 
a member of several important societies. 


Dr. Spies is now in Bombay working on the 
provisional plans for the new hospital, to be erected 
in the Parel Hospital area, and it is expected that the 
centre will begin work sometime in 1937. 


TUBERCULOSIS TAKES INCREASED TOLL 
IN BOMBAY 


The incidence of infant mortality, as of births, 
was heavy in one room tenements, says the Municipal 
Commissioner for the City of Bombay (Mr. I. H. 
Taunton) in the administration report for 1934—35. 


The mortality among infants (under one year) 
was 8253 as against 8,230 in the preceding year, 
returning a rate of 245 per 1,000 births registered, 
against 269 in the preceding year. 

Of the infants that died 85.8 per cent. were born 
in the city and the rest in the mofussil. 


Diseases of the respiratory system, infantile 
debility and premature births accounted for 77 per 
cent. against 70.2 per cent. in the preceding year. 
Infants below one month contributed 39.5 per cent. 
as against 36.5 per cent. in the preceding year. High 
infant mortality and high birth rate have a close 
correlation. 


The Commissioner points out that the high infant 
mortality is not, however, due to any abatement of 
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vigilance on the part of the Public Health Depart- 
ment, but to heavier incidence of diseases of the 
respiratory system and infantile mortality accentuated 
by poverty and illiteracy. 


Although the abolition of poverty is beyond the 
scope of the Municipality, ignorance in the care and 
nature of children is being strenuously fought. 


The measures taken by the Municipality for the 
reduction of infant mortality were supplemented by 
the Infant Welfare Society. 


Tuberculosis accounted for 1,856 deaths against 
1,594 in the preceding year. The death rate from this 
disease was 1.6 per 100 population against 1.4 in the 
preceding year. The incidence was noticeably heavy 
in the age group between 20 to 40. 
ed among Hindu men and Muslim women in the 
former ‘‘ probably due to poverty and its attendant 
evils and in the latter due to the purdah system.’’ 


It was also mark- 


Anti-tuberculosis measures continued unabated. 


The total attendance at the two out-patient 
tubercular dispensaries was 13,153 and the total 
number of in-patients treated at the Turner Sana- 
torium (32 beds) was 201. Treatment at the Sana- 
torium produced improvement in 76.7 per cent. of the 
cases discharged. 


The true incidence of venereal cases, it is stated, 
is difficult to gauge as the evil is hidden through 
moral compunction even so, the number of cases that 
come to notice is large enough. The daily number of 
attendance at the Municipal Clinic (at Bellasis 
Road) averaged 204.5. 


Malaria was responsible for 101 deaths against 71 
in the preceding year. But malaria is a disease of 
more widespread incidence than is indicated by mere 
deaths from it, the number of attacks is therefore 
a more accurate index of its intensity. The number 
of cases treated in Municipal Dispensaries was 1,931 
and in the other public hospitals 19,750 against 1,107 
and 12,004 respectively in the preceding year. The 
cases treated by private practitioners are difficult to 
account for in the absence of any statistics and their 
number must be also large. The figures for the year 
thus show an unfortunate set-back in the improve- 
ment hitherto noticed. The executive health officer 
(Dr. J. 8. Nerurker) is, therefore, of opinion that any 
further retrenchment in the malaria staff cannot but 
be disastrous to the city. (A. P.). 
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TUBERCULOSIS SANATORIUM 
AT KURSEONG 


The Press Officer, Government of Bengal, states 
in a communiqué that the Kurseong Municipality has 
accorded sanction to the construction of a tuberculosis 
sanatorium in the town by the Jadabpur Tuberculosis 
Hospital, after discussion of the question with the 


Secretary, Calcutta Medical Aid and _ Research 
Society. 
The Municipality has, however, laid down the 


following conditions : 


Arrangements to be made for the disposal of the 
sullage and sewage by constructing a septic tank 
within the site; provision of two beds to be made in 
the sanatorium for local patients; regular inspection 
to be held by the Civil Medical Officer with a view to 
preventing the spread of infection, and no outdoor 
treatment to be allowed. 

The Municipality has also taken necessary steps 
to safeguard the health of the town. 

The proposed sanatorium has been made possible 
by the munificence of Rai Bahadur S8. B. Dey who has 
made a deed of gift of his property, Helen Lodge, to 
the Jadabpur Tuberculosis Hospital. 

Construction of the building is expected to begin 
soon, the eost being estimated at Rs. 60,000. It will 
be the first hill sanatorium for early tuberculosis cases 
in Bengal. 


JALPAIGURI HOSPITAL OPENED 


The need of better and more adequate provision 
for medical relief in Bengal was referred to by His 
Iixcellency the Governor of Bengal when he opened 
the extension of the Jackson Medical School and 
Hospital at Jalpaiguri, on November 7, 1935. 


HIS EXCELLENCY’S SPEECH 


“I have listened with much interest to the speech 
of the Commissioner which has clearly outlined both the 
past history of the Jackson Medical School and Hospital, 
and the details of the scheme which I have come to 
inaugurate this afternoon. 


“‘ The Commissioner has mentioned the grave danger 
which your Medical School ran of being closed down, 
and I am revealing no secret when I say that the Bengal 
Retrenchment Committee in its Report, published in 
1932, proposed this course of action. My Government 
were not prepared to accept this recommendation and 
could not contemplate with equanimity the abandon- 
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ment of a project so full of promise which had _ been 
started by my predecessor, the present Secretary of 
State, and brought to partial fruition in the time of Sir 
Stanley Jackson. The need of better and more adequate 
provision for medical relief, important as it is all over 
Bengal, is no less urgent in your division ; while the 
outlet for employment which the school affords for 
educated young men of the right type is one which in 
these difficult days of unemployment is fully realized 
both by my advisers and by myself. 

“The problem of medical relief and medical educa- 
tion is to be found in more than one of the divisions in 
this province where medical schools have been establish- 
ed without a corresponding hospital sufficiently well 
equipped to provide adequate clinical training for the 
students. The Government does finance the medical 
schools, but if these schools are to justify themselves it 
must be for the local authorities and not for the Govern- 
ment to shoulder any additional burden involved in 
raising the attached hospitals to the required standard. 
The expenditure thus necessitated may well prove too 
big for the particular districts in which the hospitals are 
located and can only be met by the co-ordinated efforts 
of those districts whose wider interests may be furthered 
by such co-operation. 

‘In your own scheme this has been achieved and I 
congratulate the District Boards on their willingness to 
find the whole of the non-recurring expenses of the 
scheme and half of the recurring cost. That District 
Boards so apart as Rajshahi and Darjeeling should each 
contribute their share is a matter of particular satis- 
faction, and sets an excellent example, which, I hope, 
districts in other divisions may be willing to follow 
when suitable schemes have been formulated. 

‘‘A special and most gratifying feature of the 
Jalpaiguri scheme is the fact that the tea interests in 
the Dooars, both European and Indian, have agreed to 
contribute on an acreage basis an annual sum equal to 
half the recurring charges for maintenance of the 
improved hospital, while the Bengal Dooars Railway is 
contributing its quota. Without the support of the tea 
industry the financial success of the scheme could not 
have been ensured and on behalf of the Government I 
wish to express appreciation to the industry for the 
generous contribution that they have promised and for 
their willing co-operation in a matter of common interest 
to the industry in this district and the population of 
the division as a whole. This achievement is an example 
of what can be done when the Government and their 
local officers can secure the co-operation of local interests 
and local bodies. I regard such co-operation of effort 
as a token of mutual confidence and a happy augury 
for the future. 

“A project like this is not brought to maturity 
without a great deal of hard and tactful work. Conflict- 
ing views have to be reconciled, local prejudices over- 
come and critics convinced: and by no means least the 
design and supervision of the actual buildings is an 
onerous and responsibile task. 

“On behalf of the Hon. 
congratulate the Commissioner, 
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District Boards and the Engineer on their success and 
trust that its results will be felt both in the relief of 
suffering and in the maintenance and diffusion in this 
division of a higher standard of medical experience and 
skill, from which all alike will benefit. 

“I understand that so far as examinations are 
concerned the results of the Medical School have hitherto 
been on the whole satisfactory, but the arts of medicine 
and surgery demand more than formal qualifications. 
They have an age-old tradition of devotion and integrity 
behind them and it is the duty of all who participate in 
this project to see that tradition firmly implanted and 
unremittingly maintained in this institution.’’ 

The Hon. Sir B. P. Sinha Roy, Minister for Public 
Health, offered a vote of thanks to His Excellency. 


SUGGESTED AMENDMENT OF BENGAL 
MEDICAL ACT 


The Bengal Medical Union of 36, Chittaranjan 
Avenue, Calcutta has submitted to the Secretary 
Legislative Department, Government of Bengal, a 
Medical Amendment Bill through Prof. J. L. Banerjee, 
M.L.c., on the 7th September last for amending the 
Bengal Medical Act VI of 1914 by a proviso :— 

1. Provided that the Governor-in-Council may after 
consulting the Medical Council, permit the registration 
of :— 


(a)Any person who has undergone a full course of 
training in any Medical College or School and has 
obtained a Certificate to that effect from the head of 
such College or School and who was practising as a 
Medical Practitioner on the date when the Act came 
into force ; and 


(b) Any person who has obtained proper training in 
any medical institution and joined the Medical Profession 
before the 5th September, 1935, provided that he passes 
a special examination such as the Medical Council may 
hold for the purpose of granting registration, 

A Medical Amendment Bill was rejected on the 
16th August, 1935 by 41—83 votes but this new Bill 
has been prepared on the ground of statutory Rules 
of some provinces in India. The Government of 
India has approved the Amended Acts of Bombay, 
the Punjab, Burma and the notification of the U. P. 
Government. 


The following is the text of the Bill :— 


Whereas it is expedient further to amend the 
Bengal Medical Act VI of 1914, for the purposes herein- 
after appearing; 


And whereas the previous sanction of the Governor- 
General under sub-Section (3) of Section 80A of the 
Government of India Act has been obtained to the 
passing of this Act ; 
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It is hereby enacted as follows :— 
PRELIMINARY 


1. (a) This Act shall be called The Bengal Medical 
(Amendment) Act, 1935. 


(b) It shall extend to the whole of Bengal. 

(c) It shall come into force immediately. 

2. (i) In Section 17 insert the following as the first 
proviso, viz. :— 

(1) Provided that the Governor-in-Council may, 


after consulting the Medical Council, permit the registra- 
tion of :— 


(a) Any person who has undergone a full course of 
training in any Medical College or School and has 
obtained a certificate to that effect from the head of 
such College or School and who was practising as a 
Medical Practitioner on the date when the Act came 
into force; and 

(b) Any person who has obtained proper training in 
any medical institution and joined the Medical Profession 
before the 5th September, 1935, provided that he 
passes a special examination such as the Medical Council 
may hold for the purpose of granting registration. 

(ii) In the existing proviso to Section 17, insert the 
word ‘‘also’’ between the word ‘Provided’ and _ the 
words ‘‘that the Council may.’’ 


The following is the statement of objects and 
reasons of Prof. Banerjee :— 


From sometime past it has been felt that the 
provisions of the Bengal Medical Act, 1914, are causing 
much hardship to a large number of persons who, 
though properly trained and possessed of degrees, 
diplomas, certificates, etc., from sources other than those 
recognised by the authorities and though they had been 
actually practising Medicine, Surgery and Midwifery 
from before 1914 cannot get themselves registered and 
thus become qualified medical practitioners. Practi- 
tioners with similar qualification in other provinces, viz., 
Bombay, the Punjab, the United Provinces, Burma, etc., 
have been given the privilege of registration long ago, 
either by amendments of the Acts of the respective 
provinces or by Government notification. In Bengal 
nothing in this direction has been done up-to-date. These 
practitioners of Bengal have therefore formed them- 
selves into a corporate body under the name and style 
of the ‘ Bengal Medical Union’ and have been making 
representations which should not be altogether ignored. 
The redress sought for may be given by a simple 
amendment of the Bengal Medical Act, and it is the 
object of the present Bill to make this amendment. 


The Bengal Medical Act, 1914, in seeking to give 
protection to the public against quacks, omitted to make 
provision for the safety of those doctors who had 
obtained diplomas and certificates from various well- 
organised and efficient medical institutions before the 
passing of the Act, who had been practising with ability 
and reputation for a long time and who could by no 
stretch.of language be called quacks. Yet, in the result, 
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these able, experienced and well-reputed doctors have 
been classed among the quacks. Many of them have 
been thrown out of employ from Hospitals, Tea Gardens, 
Ships, Steamers, etc., debarred from granting certificates 
of birth or of illness, and handicapped in many other 
ways. Their difficulties increased when the Poison Act 
(Act XII of 1919) came into force and prohibited them 
from procuring for their patients the requisite drugs 
included in the schedule of poisons. The transitory 
provision by Government for an examination of these 
doctors by the State Medical Faculty was in force only 
for two years from the passing of the Bengal Medical 
Act, 1914. The time was too short for the majority to 
avail themselves of the concession, and moreover a 
good many did not even get the necessary information 
within the period. Such people are now on the brink 
of starvation. Many of them have outgrown the age at 
which a change of avocation is possible, and, for 
obvious reasons, a fresh examination also is out of the 
question. The proposed proviso (1) (a) of the Bill is 
intended to meet the cause of these people. 

The case of those who have obtained proper train- 
ing in unrecognised medical institutions since 1914 stands 
on a similar footing. Several unregistered doctors, who 
had received their training in such institutions, are now 
serving in Tea Gardens, Coal Mines, etc.; and they have 
been highly spoken of by their superior Medical Officers, 
both Indian and European. Some of these unrecognised 
institutions have since been recognised; but the 
students, who completed their course of education 
therein and began to practise before such _ recognition, 
have been left in the lurch. We therefore find good 
doctors trained at the same institutions, one set of 
whom—the older and more experienced set—are un- 
qualified for want of registration, while another set are 
qualified by registration. Under these circumstances it 
is but fair and equitable that such students should be 
given at least one chance of being qualified. Hence the 
necessity for proviso (1) (b). 


A MEDICAL UNIT FOR ABYSSINIA 


In view of the outbreak of -hostilities in Africa, 
the following article reproduced from the ‘‘ Nursing 
Times,’’ the Official Organ of the College of Nursing, 
London, which appeared in its issue of September 
21st will be read with deep interest :— 

An undeveloped country almost as big as France 
and Spain combined and with no army medical 
service whatever, is in imminent danger of attack by 
power equipped with every death-dealing device of 
which modern warfare is capable. From _ purely 
humanitarian motives, therefore and entirely without 
political bias, an ambulance unit of doctors, orderlies 
and transport workers is being formed in London 
ready for such work behind the Abyssinian lines as 
may fall to their lot in the awful event of the League 
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of Nations being unable to dissuade Signor Mussolini 
from his purpose. 

It is expected that the unit will sail for Berbera, 
in British Somaliland, before the end of the month, 
and the few remaining vacancies are being advertised 
in the medica] journals. Only male personnel are 
being enrolled, and they are being selected with a view 
to their physical fitness, their knowledge of the topes 
and their ability to speak some East African language. 
Tf, apart from legitimate expenses, they can give their 
services, so much the better, for the unit is being 
financed purely out of private funds. 


This unit, it should be pointed out, has nothing 
whatever to do with the Red Cross Society in this 
country. Indeed, Sir Harold Faweus,  Director- 
General of the British Red Cross Society, emphasised 
the fact that the Society ‘‘is not in any way 
connected with any reported Red Cross expedition to 
Abyssinia. Red Cross work in war’’ he continued 
‘** is governed by the International Red Cross Com- 
mittee at Geneva, each country carrying out its 
own work according to its requirements. Obviously, 
the British Red Cross Society can only be concerned 


with the needs of another country if an appeal for 


help for another country is issued by the International 
Committee.”’ 

Some weeks ago we described the ceremony with 
which Abyssinia organised a national Red Cross 
Society. We have yet to hear that Ethiopia has 
applied for recognition by the International Red Cross 
Committee, but doubtless this is only a matter of time. 
With regard to the existing medical services in the 
country, a very interesting account of these appeared 
in a recent issue of the Lancet. It is written by a 
Surgeon, Mr. J. M. Melly, who was actually in Addis 
Ababa when the present crisis arose, and was at that 
time discussing with the Emperor the founding of a 
large national medical school and hospital. Owing to 
the urgent problems which now beset Ethiopia, the 
scheme has been indefinitely postponed, and she finds 
herself with but 500 beds for her ten million inhabi 
tants. These beds are chiefly in missionary hospitals 
and clinics, but the Emperor also supports a small 

hospital in the capital out of his private 
This latter hospital is in charge of a Swedish 
sisters, who train a few 


modern 
purse. 
doctor with two Swedish 
Ethiopian nurses. 
According to Mr. Melly, no training is as yet 


available for native doctors. Among the latter 


medical lore is still handed down from father to son, 
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the secrets being jealously guarded, and often mis- 
applied. These seem no doubt, however, that these 
native doctors make use of powerful drugs notably 
one which can completely destroy new growths while 
leaving the local nerves and blood vessels untouched. 
‘“'The native doctors—perhaps mercifully—do not 
practise any form of surgery’ says Mr. Mellys. 
But what does this imply? Those who are wounded 
in battle and survive till nightfall will stand little 
chance of escaping the hyenas, jackals and _ other 
beasts of prey with which the country is infested. 

At first those ‘‘ war veterans ’’ among us whio 
have had experience of conditions in Africa, who speak 
Swamili or some such language, and who have 
handled native labour and know how the African will 
respond to strict justice even more readily than to 
bodily force, will long to offer their services. But a 
study of Mr. Melly’s article will show that, except 
perhaps in the missionary hospitals, war work in 
Abyssinia can have little in common with their worst 
experiences in the ‘“‘ war to end war ’’ twenty years 
ago. The chief scourge of the country is typhus, yet 
with the fighting, many weeks’ journey from the base 


of supply, to “‘ go sick ’’ would be unthinkable, 


Fortunately there is still hope that statesman- 
ship and good-will at Geneva may stave off this 
terrible catastrophe. Meanwhile, amidst all this 
doubt and suspense, our thoughts go out to the 
missionary hospitals in the towns, and especially to 
the two Swedish sisters, while to the ambulance unit 
now preparing to face its superhuman task we can 
only wish godspeed and a safe return. It would be 
good news indeed to hear that its services were ever 
needed after all. Patrika. 


ETHIOPIAN RED CROSS COMMITTEE FORMED 


The Indian Red Cross Society has received 
cfficial notification from the International Red Cross 
Committee, Geneva, of the formation of an Ethiopian 
Red Cross Society, with headquarters at Addis Ababa, 
and of its official recognition under the Geneva Con- 
vention. 

As long ago as 1896, the Emperor Menelik IT had 
discussed the idea, but nothing was then done. In 
1922 Emperor Ras Taffari submitted draft statutes 
to Geneva, but these were not found to conform 
entirely to international requirements. 

Last July the Emperor Haile Sellassie officially 
rotified Switzerland of his country’s adherence to the 


Geneva Convention, and shortly afterwards a national 
Ethiopian Red Cross Society was founded by «a decree. 

The President of the Society is the Minister for 
Foreign Affairs, Belatan Gueta Herrouy. 


VALUE OF FREE MEALS 


Children who receive free meals in the schools 
become stronger in health and brighter at their 
lessons. This is the conclusion drawn by Dr. 
Howarth, Director of Education for Burnley, after 
examining the results of a questionnaire he issued to 
heads of elementary schools where free meals are 
given. 

The Burnley Education Authority gives nearly 
600,000 free breakfasts and dinners in the year to 
necessitous school children. The average cost of each 
meal is 24d. 

Summarising the results of evidence given by the 
head teachers, Dr. Howarth states in a report that 
the children who were given free meals appear to be 
‘ stronger in physique, less easily tired, and more 
mentally alert in the class-room.’’ The free meats 
scheme, Dr. Howarth explains, not only aims at 
improving the health of the children but embodies 
certain social ideals. 

Many deputations from other local authorities, 
Dr. Howarth states, have visited Burnley during the 
year to see the arrangements at the meals’ centres 
and so study details of administration. 


STERILISATION OF THE UNFIT 


A note of warning against the deterioration of the 
race by the reproductive capacity of the unfit was 
sounded to a Yorkshire audience by Lord Dawson of 
Penn, Physician to the King. He said as the quality 
of race was an essential condition of social progress, 
even of our survival, we could not afford to have this 
vicious strain, bred in our midst. Therefore, Lord 
Dawson of Penn suggested that all the unfit should be 
sterilised. Sterilisation, he explained, was a branch 
cf therapy comparable to preventive inoculation and 
in trained hands, its accomplishment involved a 
simple procedure and had no ill results on health. 

As for delinquents, specially if mentally defective, 
even shorter imprisonment would be justified to 
enforce sterilisation. 

Lord Dawson emphasised the need of right 
nourishment to the young and suggested that physical 
education should be a permanent part, if not the first 
item, in any sehool curriculum. 
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OBITUARY 


LATE DR. ATINDRA NATH SEN 


Dr. Atindra Nath 
Teacher and Physician 
School and Hospital, 
Friday, the 8th November 
residence. 

Dr. Sen was born in 1884 in the village Deba- 
nandapore, District Hooghly. After a uniformly 
brilliant university career he graduated from the 
Caleutta Medieal College and joined the Provincial 
Medical Service in 1908 and served for many years in 
the Sambhu Nath Pandit Hospital, Calcutta and sub- 
sequently in District Hospitals of Berhampore, 
Comilla and Kandi. 


In the Medical College, Calcutta, he was the 
Assistant Professor of Chemistry and Physics and was 
the Senior House Surgeon for a few years. In the 
year 1913 he served as an assistant in the Chemical 
Examiners’ Department and was deputed to the 
Indian Research Fund Association from November 
1914 to January 1915. He joined the Campbell 
Medical School and Hospital in 1927 as a teacher of 
Materia Medica and subsequently became the teacher 
of Medical Jurisprudence and was in charge of the 
Infectious Diseases Ward. From the year 1928, 
in addition to his usual works in the Campbell 
Hospital, he was appointed a lecturer on the Infec- 


Sen, M.B., a distinguished 
of the Campbell Medical 
Calcutta, away on 
last at his Calcutta 


passed 


tious Diseases in the Calcutta School of Tropical 
Medicine. For many years he had also been the 
on Medical Jurisprudence of both 
Calcutta University and the State Medical Faculty of 
Bengal. 


Examiner the 


Dr. Sen leaves behind four sons, two daughters 
and a large number of friends and admirers to mourn 
his loss. 

To express sorrow at his sudden and premature 
death a condolence meeting of all the members of the 
staff and students of the Campbell Medical School 
was held on the 13th November last, Lt.-Col. J. C. 
De, 1.M.8., Superintendent of the institution presiding. 
The members of the nursing staff attended the 
memorial meeting in mourning dress. 


Resolutions expressing profound sorrow at his 
death and conveying sympathy to the members of the 
bereaved family were passed in the meeting, the 
whole assembly standing in solemn silence for two 
minutes. A memorial committee with the staff and 
the students has been formed to perpetuate his 
memory. 


As a mark of respect to his memory the Campbell 
Medical School was closed on the 9th and the 12th 
November. 


ACKNOWLEDGMENTS 


Books Received for Review 


1. Incompatibility in Prescriptions. Price 6s. Net. 
By Thomas Stephenson, p.sc., Ph.c., F.R.C.E., 
F,C.S. 

2. O’Meara’s Medical Guide, 4th Edition. 
: Price Rs. 15/- 
By E. J. O’Meara, o.B.£., Lt.-Col., 1.M.s. 
(Retd.), F.r.c.s. (Eng.), p.p.a. (Cantb.), 


Late Civil Surgeon and Principal of the Medical 
School, Agra. 

Published by Butterworth & Co. (India) Ltd., 
Avenue House, Calcutta. 


3. Prognosis Vol. I. Price Rs. 7/12/- 
Published by The Lancet Limited, Sole 
Agents Butterworth & Co. (India) Ltd., 
Avenue House, Colcutta. 





